Louisiana State University

LSU Digital Commons
LSU Historical Dissertations and Theses

Graduate School

1997

Self-Mutilation in a Community Sample of Adolescents.
Elizabeth Eden Lloyd
Louisiana State University and Agricultural & Mechanical College

Follow this and additional works at: https://digitalcommons.lsu.edu/gradschool_disstheses

Recommended Citation
Lloyd, Elizabeth Eden, "Self-Mutilation in a Community Sample of Adolescents." (1997). LSU Historical
Dissertations and Theses. 6546.
https://digitalcommons.lsu.edu/gradschool_disstheses/6546

This Dissertation is brought to you for free and open access by the Graduate School at LSU Digital Commons. It
has been accepted for inclusion in LSU Historical Dissertations and Theses by an authorized administrator of LSU
Digital Commons. For more information, please contact gradetd@lsu.edu.

INFORMATION TO USERS

This manuscript has been reproduced from the microfilm master. UMI
films the text directly from the original or copy submitted. Thus, some
thesis and dissertation copies are in typewriter face, while others may be
from arty type o f computer printer.
T he quality of this reproduction is dependent upon the quality of the
copy submitted.

Broken or indistinct print, colored or poor quality

illustrations and photographs, print bleedthrough, substandard margins,
and improper alignment can adversely affect reproduction.
In the unlikely event that the author did not send UMI a complete
manuscript and there are missing pages, these will be noted.

Also, if

unauthorized copyright material had to be removed, a note will indicate
the deletion.
Oversize materials (e.g., maps, drawings, charts) are reproduced by
sectioning the original, beginning at the upper left-hand comer and
continuing from left to right in equal sections with small overlaps. Each
original is also photographed in one exposure and is included in reduced
form at the back of the book.
Photographs included in the original manuscript have been reproduced
xerographically in this copy. Higher quality 6” x 9” black and white
photographic prints are available for any photographs o r illustrations
appearing in this copy for an additional charge. Contact UM I directly to
order.

UMI
A Bell & Howell Information Company
300 North Zeeb Road, Ann Arbor MI 48106-1346 USA
313/761-4700 800/521-0600

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

i

i

i
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

SELF-MUTILATION IN A COMMUNITY
SAMPLE OF ADOLESCENTS

A Dissertation

S u b m i t t e d to the G r a d u a t e F a c u l t y of the
L o u i s i a n a State U n i v e r s i t y and
Agricultural and Mechanical College
in pa rtial f u l f i l l m e n t of the
r e q u i r e m e n t s for the d e g r e e of
Doctor of P h i l o s o p h y
in
Th e

M.A.

De par tme nt

of

Psychology

by
E l i z a be th E d e n L l o y d
B.A., Indiana U n i v e r s i t y , 1991
in P sy ch ol ogy , L o u i s i a n a S t a t e University,
December, 1997

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

1995

UMI Number: 9810834

UMI Microform 9810834
Copyright 1998, by UMI Company. All rights reserved.
This microform edition is protected against unauthorized
copying under Title 17, United States Code.

UMI

300 North Zeeb Road
Ann Arbor, MI 48103

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

TABLE OF CONTENTS
LIST OF T A B L E S ......................................... iii
A B S T R A C T .....................................................iv

INTRODUCTION

..........................................

1

M E T H O D .................................................. 35
R E S U L T S .................................................. 43
D I S C U S S I O N .............................................. 67
R E F E R E N C E S .............................................. 77
APPENDIX A: ConsentF o r m ................................. 86
APPENDIX B: FASMMotivational Groupings .................

87

APPENDIX C: Measures

88

..................................

V I T A ................................................... 106

ii

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

LIST OF TABLES
1. Demographic Characteristics of Self-Mutilators
and Non-Mutilators.................................. 45
2. Percent of Self-Mutilator Sample Endorsing Various
Self-Mutilative Behaviors........................... 47
3. Reasons for Self-Mutilation in General Sample
of Self-Mutilators and "Severe"Mutilators........... 50
4. Correlation Matrix of Sociodemographic, Predictor,
and Criterion Variables............................. 55
5. Means and Standard Deviations on Measures by
Group............................................... 57
6. Risk Factors for Self-Mutilation: Univariate
Analysis............................................ 59
7. Potential Risk Factors for Self-Mutilation:
Multivariate Analysis Using LogisticRegression

iii

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

62

ABSTRACT
The purpose of this study was to examine the
provisional prevalence rates and characteristics of selfmutilative behavior in a community sample of adolescents.

A

total of 368 adolescents between the ages of 12 and 19
participated in this investigation.

Thirty-nine percent of

high school students sampled (n = 143) engaged in selfmutilation within the past year.

Commonly endorsed

behaviors were biting self, hitting self on purpose, and
cutting/carving skin.

Self-mutilators were likely to engage

in these behaviors to reduce internal tension, as well as to
gain attention.

Self-mutilators were compared with non

mutilating adolescents (n = 225) on self-report measures of
negative self-evaluation, cognitive distortions, social
problem-solving capabilities, and suicide ideation.

Self-

mutilators reported greater negative automatic thoughts and
poorer self-worth than non-mutilators.

Additionally, self-

mutilators were more likely to have made a suicide
attempt(s) in the past and reported higher levels of suicide
ideation.

In multivariate regression analyses, suicide

ideation and history of suicide attempt (s) contributed to
the prediction of self-mutilative behavior,
classifying 71% of the total sample.

correctly

Clinical implications

iv
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of the results are discussed in the context of contemporary
teenage culture.
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INTRODUCTION
Self-Mutilation
A long reported incidence of self-mutilation exists in
the psychiatric literature.

While both aversive and

fascinating, self-mutilation has been cited in the
literature as a "most distressing, challenging
psychotherapeutic problem" (Crabtree, 1967).

Multiple

attempts have been made to classify such behaviors as a way
of gaining knowledge and insight into this phenomena.
Menninger (1938), in the earliest attempt to categorize
self-mutilative behaviors, described six distinct forms of
self-mutilation:

neurotic self-mutilation, religious self-

mutilation, puberty rites, self-mutilation in psychotic
individuals, and self-mutilation in organic diseases.
Menninger also discussed a sixth, conventional, form of
self-mutilation in "normal" individuals (e.g., nail
trimming, shaving, cutting hair), suggesting these to be
distinguished from other forms of self-mutilation because
they rarely involve pain, are not irrevocable, and are
considered customary by society.

Other more recent

classification systems have emphasized differing components
of self-mutilation, such as extent of physical damage,
nonlethal, deliberateness of the act, social
unacceptableness of the behavior, or simply the behavioral

1
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manifestations of the act (Morgan, 1979; Ross & McKay, 1979;
Walsh & Rosen, 1988).
Ross and McKay's (1979) behavioral conceptualization of
self-mutilation eliminates all influences of inference and
speculation and describes the phenomena of self-mutilation
in strictly behavioral terms, describing types of behaviors
performed to cause self-harm.

These include:

cutting

(i.e., carving initials into skin), biting, abrading,
severing, inserting (i.e., inserting objects under finger
nails), burning (i.e., cigarette burns), ingesting or
inhaling (i.e., pins and needles), hitting, and
constricting.

Given the difficulty in reliably

differentiating suicidal intent (Modestin & Kamm, 1990),
recent investigations of self-mutilation have followed Ross
& McKay's (1979) conceptualization with similar behavioral
definitions (Favazza & Conterio, 1989).
In their classification of physically damaging acts,
Walsh and Rosen (1988) propose that criteria for
distinguishing self-mutilative acts from those considered
non-mutilative are based upon the dimensions of severity of
physical damage, psychological disposition prior to and
during the act, and degree of social acceptability of the
act.

Therefore, behaviors such as ear piercing, nail

biting, or cosmetic plastic surgery would not be considered
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self-mutilative in nature because the degree of physical
damage is minimal, there is little to no psychological
distress, and they are considered socially acceptable by the
majority of social groups (Walsh & Rosen, 1988).
While Walsh and Rosen's classification scheme appears
to provide an organizing mechanism for the many forms of
self-injury, it lacks empirical validation to support its
assertions, particularly concerning the presence of
psychological distress during self-mutilation.

Review of

this large body of literature quickly leads to the
realization that much of the literature has no ordering
system that has been empirically tested and various studies
have classified diverse and varied behaviors under the large
umbrella of self-injury, as well as the category of selfmutilation.

As we will see, this causes difficulty in

identifying consistent descriptive characteristics and
prevalence rates of the phenomena of self-mutilation
(Morgan, 1979; Morgan, Pocock & Pottle, 1975; Whitehead,
Johnson & Ferrence, 1973).
Definitions of self-mutilative behavior have sprung
from the many attempts made to categorize these behaviors.
Frequent terms seen in the literature include:

deliberate

self-harm (Pattison & Kahan, 1983; Kahan & Pattison, 1984);
non-fatal, deliberate self-harm (Morgan, 1979); self-

I»
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injurious behavior (Herpertz, 1995; Winchel & Stanley,
1991); delicate self-cutting (Pao, 1969); and parasuicide
(Kreitman, Philip, Greer & Bagley, 1969; Henderson et al.,
1977).

Hence, multiple definitions, combined with the many

catch-phrases used to describe varying phenomena, exist in
the literature and tend to confuse and perplex those
interested in self-mutilation.
Distinction Between Self-Mutilation and Suicide
While much of the literature presumes a significant
theoretical distinction between the phenomena of selfmutilation and suicide, few empirical studies have
investigated this hypothesis in order to support its
validity.

Although limited in empirical support,

operational definitions and categorizations of selfmutilation abound in the literature, with many attempting to
distinguish between self-mutilation and suicide (Kahan &
Pattison, 1984; Pattison & Kahan, 1983; Walsh & Rosen,
1988).

These criteria allow for increased effectiveness at

a proposed distinction between self-mutilation and suicidal
acts, although rates of comorbidity of self-mutilation and
suicide have been found to be as high as 30% (Walsh & Rosen,
1988), with approximately one percent of self-mutilators
committing suicide within one year after an episode of selfmutilation (Morgan, 1979).

Generally, three factors are

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

thought to contribute to the distinction between selfmutilation and other forms of self-harm and suicide.
First, methods of self-mutilation are consistently of
low lethality, with physical damage ranging from superficial
to moderate levels.

In a study of inpatient adolescents'

self-mutilative behaviors, Walsh (1987) found that only two
of 52 self-mutilative subjects caused themselves marked
physical damage, with none causing severe, life-threatening
harm.

Skin cutting has been found to be the most common

form of self-mutilation, followed by skin burning, selfhitting, and interfering with wound healing (Favazza &
Conterio, 1989).
Second, self-mutilation, unlike suicide attempts, is
often described as a highly repetitive act, with a majority
of subjects self-mutilating five or more times.

In a review

of publicized case reports of deliberate self-harm, Pattison
and Kahan (1983) found that 63% of subjects had multiple
episodes of self-harm, ranging from two episodes to over
100, with an average of twenty-one episodes per subject.
This is consistent with investigations of adult female,
hospitalized, self-cutters, as well as adolescent
psychiatric inpatients (DiClemente, Ponton & Hartley, 1991;
Gardner & Gardner, 1975).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Third, suicidal intent and ideation have been reported
in only a very small minority of subjects at the time of
their self-mutilation (Raine, 1982; Walsh & Rosen, 1988).
In a review of the self-mutilation literature, Feldman
(1988) defines self-mutilation as intentionally damaging a
part of the body, without a conscious intent to die.

This

appears consistent with Hamdi, Amin, and Mattar's (1991)
investigation of the clinical correlates of suicidal intent
in attempted suicide.

The authors found that cases of low

suicidal intent were most typically adolescents who repeated
self-injurious acts with a consistent degree of intent, and
were often acting out of anger or frustration at their
immediate situation.

This supports a notion of mounting

tension before the self-harm and tension relief immediately
following the act (Gardner & Gardner, 1975; Haines,
Williams, Brain & Wilson, 1995b; Pattison & Kahan, 1983;
Raine, 1982) .
While the three factors above provide some support for
a distinction between self-mutilation and suicide, further
research is needed in order to clarify and differentiate the
two on important clinical characteristics, such as
motivation and intent.

Additionally, research evaluating

various cognitive, social, or behavioral variables which
distinguish self-mutilation from suicidal behavior may shed
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light on more effective assessment and treatment strategies
for self-mutilation.

In order to minimize confusion and

presumption of a theoretical link connecting self-mutilation
with suicidal acts, the term self-mutilation will be used
throughout this paper.
Epidemiology of Self-Mutilative Behavior
Few attempts have been made to document the prevalence
of self-mutilation in the general population.

Although many

studies attest to the high frequency of self-injury in the
general population, these studies do not distinguish between
self-mutilative behaviors and other forms of self-harm, such
as suicide attempts (Whitehead, Johnson & Ferrence, 1973;
Johnson, Frankel, Ferrence, Jarvis & Whitehead, 1975).

In

addition to these studies of "broad" definitions of selfharm, other investigations have an all too narrow-band focus
on specific types of self-injury, such as wrist-cutting
(Weissman, 1975; Clendenin & Murphy, 1971; Pao, 1969).
These investigations fail to acknowledge possible
theoretical distinctions in the various forms of self-harm,
as well as fail to provide an empirically-validated
classification system.
Estimated prevalence rates of self-harm behaviors in
the general population range from 750 to 1400 per 100,000,
and 1,800 per 100,000 in persons aged 15 to 35, the most

I
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common age group for self-injury (Favazza, 1988; Whitehead
et al., 1973; Johnson et al., 1975).

However, it is

cautioned that many estimates are substantially lower than
what is thought to exist, due to underreporting and
misdiagnosing of the phenomena (Daradkeh & Al-Zayer, 1988).
Research efforts have focused primarily on specific,
confined populations, including:

incarcerated males and

females, juvenile delinquents, borderline personality
disordered individuals, and mentally retarded individuals.
Estimates of self-mutilative behaviors vary across
target populations.

The majority of investigations have

focused on adult incarcerated populations, with selfmutilative acts exhibited in 22.5% to 37% of male prison
inmates (Bach-Y-Rita, 1974; Franklin, 1988).

In

adolescents, rates of self-mutilation vary from 10.4% of
incarcerated adolescent male delinquents (Chowanec,
Josephson, Coleman & Davis, 1991) to 86.0% of
institutionalized adolescent female delinquents (Ross and
McKay, 1979) .

DiClemente, Ponton and Hartley (1991) found

that 61.2% of their sample of psychiatrically hospitalized
adolescents cut themselves at least once during their
hospital stay.

Interestingly, many of these subjects deny a

history of self-mutilative behaviors prior to incarceration,
suggesting that institutionalization may produce higher
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rates of self-mutilation (Ross & McKay, 197 9; DiClemente,
Ponton & Hartley, 1991; Matthews, 1968).

Although self-

mutilation is commonly thought to begin in adolescence
(Kahan & Pattison, 1984; Pattison & Kahan, 1983), few
controlled investigations have focused on these behaviors in
adolescents, with even fewer going beyond simple case
example studies or broadening the sample to include non
incarcerated or non-psychiatrically hospitalized subjects
(Pao, 1969; Rosenthal, Rinzler, Wallsh & Klausner, 1972).
To date, no studies have investigated the presence and make
up of self-mutilation in a heterogeneous sample of community
dwelling adolescents.
Gender differences have been found to vary based upon
the specific population investigated.

In studies of

psychiatric clinics and hospital admissions, self-mutilation
is primarily encountered among women (Bach-Y-Rita, 1974;
Daradkeh & Al-Zayer, 1988; Favazza & Conterio, 1989; Gardner
& Gardner, 1975; Morgan, Pocock & Pottle, 1975; Weissman,
1975) .

However, studies investigating police records and

prison facilities find that two-thirds of reported selfmutilations are among men (Clendenin & Murphy, 1971).

In an

analysis of self-harm cases reported in the literature,
Pattison and Kahan (1983) found no differences in gender
representation, although analyses were not conducted on
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gender x institutional setting relationships.
al.,

Hawton ez

(1982) found 45 of 50 of their non-suicidal, adolescent

self-poisoners to be females.
generally

In adolescents, results are

conflicting, although there is some suggestion

that mutilation is more common among females, particularly
when influenced by peer pressure and desire to conform with
social group (Matthews, 1968; Ross & McKay, 197 9; Walsh &
Rosen, 1988).

However, given that many of these studies

were conducted 15-20 years ago, the question arises as to
whether more recent data might yield systematically
different results.
Multiple forms of self-mutilation have been documented
in the literature.

Among the most common are deliberate

cuts to the skin, ranging from resultant minor scratches to
more severe injuries (Favazza & Conterio, 1989; Herpertz,
1995).

While cutting is by no means limited to one area,

the most common site tends to be the wrist and/or forearms
(Gardner & Gardner, 1975; Bach-Y-Rita, 1974).
of self-mutilation reported include:

Other forms

biting, abrading

(particularly in situations in which the individual has been
restrained, such as in institutions), severing, inserting,
hair pulling, burning, ingesting, hitting, and constricting
(Ross & McKay, 1979).

Most forms of self-mutilation tend to

be repeated multiple times and with multiple methods

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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(Rosenthal et al., 1972).

Reports in the literature range

from one to over 100 mutilations in certain individuals,
with the majority of these beginning their mutilation before
30 years of age (Bach-Y-Rita, 1974; Pattison & Kahan, 1983;
DiClemente, Ponton & Hartley, 1991).
Risk Factors Associated with Self-Mutilation
Biological and Developmental Factors.

Many syndromes

involving genetic or metabolic abnormalities, such as LeschNyhan syndrome, deLange syndrome, chronic encephalitis, and
Tourette's syndrome, have been associated with selfmutilation (Feldman, 1988).

Several biochemical hypotheses

have been proposed in explanation of self-mutilative
behaviors, most stemming from research with mentally
retarded individuals exhibiting self-injurious behaviors
(SIB).

Observations of the genetic disorder, Lesch-Nyhan

syndrome, find marked reductions in dopamine and its
metabolites in the Central Nervous System (CNS), suggesting
a biochemical basis to the characteristic pattern of SIB in
these patients (Verhoeven, Tuinier & Sijben, 1993).
The neurotransmitter serotonin also has been implicated
in SIB, based on the finding that many mentally retarded
patients exhibiting violent and self-destructive behaviors
have significantly lower concentrations of the main
serotonin metabolite, 5-hydroxyindoleacetic acid (5-HIAA),
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in their cerebrospinal fluid (Brown et al., 1982).

Low CSF

5-HIAA levels have been documented in depressed individuals
who attempt suicide (Verhoeven et al., 1993) and CSF 5-HIAA
levels have been found to be inversely related to a history
of aggressive and impulsive behaviors (Brown, Linnoila &
Goodwin, 1990), suggesting that serotonin may be implicated
in the regulation of aggressive behaviors, whether directed
internally or outwardly (Verhoeven et al., 1993; Winchel &
Stanley, 1991).
A disturbance in endogenous opioids, neuropeptides
sometimes described as "natural morphine", has been
implicated in maintaining SIB.

VanRee (1987) suggests that

mentally retarded individuals' engagement in SIB is a way of
self-administering endogenous opioids, although there is
little research to support this hypothesis.

Given the link

between opioids and pain reduction, increased opioid
activity has been hypothesized to lead to continued
increased pain tolerance, therefore decreasing the
likelihood of experiencing pain during SIB (Verhoeven et
al., 1993).

While this hypothesis goes a long way in

explaining the maintenance of SIB, it does not explain how
SIB is initiated (Winchel & Stanley, 1991), nor is there
research to support the role of endogenous opioids, or other

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

biochemical hypotheses, in the occurrence and maintenance of
self-mutilation in non-retarded populations.
Haines, et al.,

(1995b) investigated

psychophysiological and subjective responding during
situations of imagined self-mutilation presented to selfmutilating prison inmates, nonmutilating prison controls,
and nonprison controls.

Results found that mutilators

experience a decrease in psychophysiological arousal and
subjective response when presented with self-mutilation
imagery scripts. This lends some support toward a tensionreduction model of self-mutilation which hypothesizes that
self-mutilation is the culmination of a sequence of
upsetting events and negative emotions, leading to decreased
tension and subsequent negative reinforcement of the selfmutilative acts (Bennun, 1984; Haines et al., 1995b).
Finally, recent research has hypothesized on the role of
developmental factors in self-mutilation (Walsh & Rosen,
1988).

It has been suggested that, given the considerable

emotional and physical changes that occur during
adolescence, this is often a very distressing and disturbing
time period.

The onset of most self-mutilative episodes is

reported to begin during adolescence and may be due to this
coinciding increase in life stressors brought about by

l|_
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puberty (Favazza & Conterio, 1989; Pattison & Kahan, 1983;
Walsh & Rosen, 1988).
Psychological Factors.

Investigations of psychological

variables in self-mutilation have emphasized the
distinctions between those whose self-injuries are of high
versus low lethality.

High lethality mutilators include

those described as "psychotically depressed" who often
mutilate themselves in an effort to kill themselves.

They

may experience delusions or hallucinations, are likely to be
schizophrenic, and account for most of the more eccentric,
bizarre self-mutilations (Feldman, 1988; Menninger, 1938;
Pao, 1969).
The more typical, "delicate" self-mutilator (Pao,
1969), is frequently described in case studies as female,
often between the ages of 16-24 years, attractive, and
intelligent (Simpson, 1976).

Gardner and Gardner (1975)

dispute the existence of this self-mutilator profile, given
that their sample of hospitalized, non-psychotic female
self-mutilators did not significantly differ from controls
on these and other dimensions.

To date, much of the self-

mutilation literature consists of descriptive case studies,
with infrequent use of appropriate control groups with which
to make comparisons (Favazza & Conterio, 1989; Pao, 1969)
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and no research investigating the phenomena in a nonclinical population.
By far, the most commonly cited diagnosis among
psychiatric inpatient self-mutilators is Borderline
Personality Disorder (BPD)

(Feldman, 1988; Pao, 1969; Walsh

& Rosen, 1988; Winchel & Stanley, 1991), consisting of a
pervasive pattern of instability in interpersonal
relationships, self-image, and mood, as well as impulsivity
and attempts to avoid abandonment.

In fact, self-mutilation

is included among the diagnostic criteria for BPD in the
Diagnostic and Statistical Manual-Fourth Edition (American
Psychiatric Association, 1994).

Previous studies

anecdotally interpreted the phenomenon of "wrist-cutting" as
co-occurring at a much higher rate with BPD (Clendenin &
Murphy, 1971; Weissman, 1975), leading to the descriptive
term "borderline self-mutilator" (Winchel & Stanley, 1991).
However, only recent research has provided empirical support
for this.

In an investigation of mostly female psychiatric

inpatients with self-injurious behavior, Herpertz (1995)
found 28 of 54 subjects to meet criteria for BPD, proposing
that poor affect regulation may be a key component of the
self-injury phenomenon.

Additionally, self-injurious BPD

subjects were more likely to experience eating disorder's
and substance abuse than self-injurer's without BPD.
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Feldman (198 8) suggests that many of the BPD criteria
reflect a less pervasive and severe form of thought
disorder, with patients often exhibiting symptoms of
depersonalization, derealization, and paranoid delusions.
Additional affective and behavioral symptomatology,
such as depression, anxiety, conduct problems/antisocial
behavior, and eating disorders have been cited in the
literature as occurring with self-mutilation, although often
at a subclinical level.

Depressed mood has been reported to

be frequently listed as a cause of self-harm by mutilators
(Rosenthal et al., 1972; Ross & McKay, 1979).

Pao (1969)

described frequent mood swings with depression in his
psychiatric sample of self-cutters.

Pattison and Kahan

(1983) found 4 5% of self-mutilators identified through
review of the literature to be depressed, although these
subjects were more often from an older, psychotic sub
sample.

In general, more serious self-mutilative acts have

been found to be associated with high suicidal intent and
"introspective depression" as measured by the Minnesota
Multiphasic Personality Inventory (MMPI), whereas less
serious self-mutilations are more often associated with
dependency or hostility towards others (Pallis & Sainsbury,
1976; Pallis & Birchnell, 1977).

Chowanec et al.,

(1991)

found that symptoms of suicide ideation and depression,
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reported at the time of admission, did not distinguish selfmutilators from those incarcerated adolescents referred for
psychiatric evaluation.

This suggests that clinical levels

of depression may not be significantly related to less
severe acts of self-harm commonly included under the
category of self-mutilation.
The development of increasing anxiety is frequently
cited as a precursor of self-mutilative acts.

Winchel and

Stanley (1991) highlight a typical pattern of events which
involves, first, an upsetting life event which leads to
increased dysphoria and mounting tension, attempts to
abstain from mutilation which eventually give way to the
self-mutilation, and finally, the experience of relief from
the tension and negative emotions.

While Ross and McKay

(1979) acknowledge increasing tension increase prior to
self-mutilation in their sample of institutionalized
females, most adolescents denied any identifiable stressors
associated with this tension.

Morgan (1979) found that only

64% of subjects could identify a significant life event
which had preceded their mutilation.
Given the significant anxiety component frequently
described in mutilators, the anxiety-reduction model of
self-mutilation proposes that mutilation occurs in order to
reduce the emotional discomfort that is experienced as a
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result of feelings of anger, self-hatred, and increasing
tension (Bennun, 1984).

While mounting tension appears to

be an immediate precursor to self-mutilation, it is not
clear whether self-mutilators typically experience elevated,
pervasive levels of anxiety or whether significant anxiety
is experienced only prior to self-harming episodes.
Recent research on female psychiatric inpatients
suggests that subjects with a history of self-mutilation are
more likely to display significant levels of dissociative
experiences, including "numbness" and "depersonalization",
as opposed to non-mutilators (Brodsky, Cloitre & Dulit,
1995; Zlotnick et al., 1996).

The authors suggest that, for

these patients, the act of self-mutilation serves to
discontinue these feelings of depersonalization or
derealization.

Alternatively, symptoms of dissociation may

be viewed as an additional mechanism to coping with strong
negative emotions and tension, similar to self-mutilation
itself.

Interestingly, these authors reported higher rates

of childhood sexual abuse in self-mutilators.
A majority of the research on self-mutilation has
investigated self-injury in incarcerated prison populations
(Bach-Y-Rita, 1974; Chowanec et al., 1991; Haines, Williams
& Brain, 1995a; Ross & McKay, 1979).

Several studies

document a link between self-mutilation and other forms of

I
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aggression and antisocial behaviors, with many of these
descriptions of incarcerated populations being quite similar
to descriptions of psychiatrically hospitalized patients'
behaviors (Chowanec et al., 1991; Haines et al., 1995b;
Walsh & Rosen, 1988).

Bach-Y-Rita (1974) described a group

of eight habitually violent male inmates as impulsive and
frequently exhibiting maladaptive acts of violence towards
themselves and others, although no clear results could be
obtained due to lack of a control group comparison.
Consistent with the above results, a recent study of male
prison inmates compared self-mutilating inmates with non
mutilating inmates and a group of non-incarcerated, non
mutilating adults on measures of general psychopathology.
Results suggested that self-mutilators were more likely to
endorse depressive symptoms and feelings of hostility
towards others.
In an investigation of incarcerated male delinquents,
Chowanec et al.,

(1991) compared those who engaged in at

least one self-mutilative behavior with a group of subjects
referred for psychiatric evaluation and a group of
incarcerated controls.

While results found self-mutilators

to be more similar to the psychiatrically-referred subjects,
self-mutilators demonstrated significantly more aggressive
and noncompliant behaviors prior to admission to the
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facility (i.e., more prior offenses) and throughout
incarceration (i.e., attempts to escape, property damage,
assaults) than either group of control subjects.
Additionally, the self-mutilative group was more likely to
have been in behavior disorder classes and to evidence
significantly lower scores on the WISC-R Performance
subscales.

While this furthers the extent of our knowledge

of self-mutilative behaviors in incarcerated adolescents, it
is unclear whether these results apply to "normal",
noninstitutionalized adolescents.
Multiple studies have found a correlation between
eating disorders, primarily Bulimia Nervosa, and self-harm
(Favazza & Conterio, 1989; Walsh & Rosen, 1988).
Comorbidity of self-mutilation and presence (or past
history) of an eating disorder ranges from 25-61% (Favazza &
Conterio, 1989; Winchel & Stanley, 1991).

In an evaluation

of the development of self-mutilation in adolescents, Walsh
and Rosen (1988) found that body alienation, as measured by
presence of an eating disorder, lack of attention to
physical appearance, reported concern over sexual identity,
and presence of a physical illness, accounted for a
significant amount of variance in the prediction of selfmutilation.

This suggests that body image concerns and
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physical appearance may evoke a significant amount of
anxiety in adolescents who are likely to self-mutilate.
Finally, alcohol and drug abuse have been reported in
over 50 percent of self-mutilators (Rosenthal et al., 1972).
While a majority of mutilators denied performing selfmutilation while under the influence of a substance, Favazza
and Conterio (1989) reported that many were concerned about
their drinking habits and a large number had used street
drugs in the past.

Walsh and Rosen (1988) suggest that an

increased incidence of substance abuse in adolescent selfmutilators may be related to an impulsive pattern of
responding, as further demonstrated by their selfmutilation, an impulsive response in the majority of cases.
The proposed hypothesis of a pattern of impulsive responding
in self-mutilating individuals would not only explain the
pattern of substance abuse described, but would further
explain the increased incidence of eating disorders, in
particular those related to poor impulse control, such as
Bulimia Nervosa and obesity.
Cognitive Factors.

Little research has investigated

cognitive factors related to the phenomenon of selfmutilation.

Several studies have documented common

precipitant feelings reported prior to self-mutilation,
including loneliness or anger towards someone, with relief
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and escape from an upsetting situation provided as reasons
for self-harm (Hawton et al., 1982; Pattison & Kahan, 1983;
Rosenthal et al., 1972).

Given these

precipitant feelings

often identified in the self-mutilation literature, Hawton
et al.,

(1982) suggest that further investigation into the

negative thinking and cognitive distortions which may
accompany self-mutilative behaviors may be worthwhile.

To

date, no study has attempted to investigate the cognitive
patterns of those who self-mutilate.
Given what little descriptive knowledge we have of the
feelings prior to and rationale for self-mutilation, it
appears that self-mutilators may experience deficits in
problem-solving capabilities (Chowanec et al., 1991; Hawton
et al., 1982).

Whether self-mutilators are unable to

generate alternative solutions to their problems or have
difficulty implementing these

solutions is difficult to

determine, given the paucity of literature available on the
subject.
Chowanec et al.,

(1991), in a sample of incarcerated

male juvenile delinquents, found that self-harming subjects
demonstrated significantly poorer nonverbal problem-solving
abilities on the WISC-R Performance subscales, as compared
with psychiatrically referred controls.

Chowanec et al.,

(1991) offer a formulation in which self-mutilation is

i

I
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identified as a form of problem-solving utilized during
times of great emotional distress.
Family Factors.

Several disruptive family factors have

been implicated as commonly co-occurring in samples of selfmutilators.

In an investigation of self-destructive

behaviors within the family, Walsh and Rosen (1988) found
that history of sexual and physical abuse, family alcohol
abuse and family violence during childhood were associated
with presence of self-mutilation in adolescents.

Historical

accounts of self-mutilating adults support a history of
violent and deprived family environments and childhood
abuse, with many self-mutilators describing their childhood
as "miserable" (Bach-Y-Rita, 1974; Favazza & Conterio, 1989;
Zlotnick et al., 1996).
Social and. Cultural Factors.

Several studies have

implicated social factors as playing a critical role in the
development and maintenance of self-mutilation (Ross &
McKay, 1979; Walsh & Rosen, 1988).

Self-mutilators are

often described as socially inept, isolated and lonely, and
as frequently seeking out friends by imitating others'
behavior (Pattison & Kahan, 1983; Pao, 1969) .

Nevertheless,

when with a deviant peer group, they may have very active
social relationships (Matthews, 1968; Walsh & Rosen, 1988).
The phenomenon of "contagion" has been implicated in
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explanation of self-mutilation "epidemics" in institutional
settings (Gardner & Gardner, 1975; Raine, 1982; Walsh &
Rosen, 1988).

Matthews

(1968) described an epidemic of

self-mutilation among adolescents on a psychiatric unit,
reportedly incited by several high-power leaders in the
group.

Self-mutilation is proposed to be "triggered" in

individuals based upon others' responses, the milieu of the
unit, and peer group competition.

Additionally, Ross and

McKay (1979) noted that when hospital security became
increasingly restrictive due to excessive "acting-out"
behaviors (i.e., running away, assault), the incidence of
"acting-in" behaviors, or self-mutilation, then increased.
Recently, Fennig, Carlson and Fennig (1995) documented
an outbreak of self-mutilation in a public junior high
school.

Similar to the above, the self-mutilation was

described as "contagious", initiated by a few students with
more significant levels of psychopathology.

However, the

authors reported that, contrary to documented episodes in
inpatient facilities, the majority of children involved had
no severe psychopathology and had no significant social or
academic impairments.

Interestingly, females were more

likely to have been involved in the events, with greater
rates of suicide ideation and attempt.
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Motivations and Maintaining Variables of Self-Mutilation
In a review of psychological models of self-mutilation,
Bennun (1984) proposed that descriptions of self-mutilation
can be categorized into a psychodynamic formulation of anger
turned inward and a broad behavioral-learning model.
Menninger (1938) proposed that mutilation is a destructive
impulse turned toward a part of the body, which is used to
project aggressive feelings toward someone else, provide
physical or sexual stimulation, and allow a way to seek
forgiveness for past transgressions.

Common motivations for

self-mutilation cited in today's literature include:

anger

toward someone, need for stimulation, feelings of
loneliness, worries about the future, and feelings of
failure or sorrow (Carr, 1977; Hawton et al., 1982; Simpson
& Porter, 1981).

A psychodynamic model of self-mutilation

proposes that aggression is turned inward as a method of
self-punishment for aggressive or sexual intentions (Bennun,
1984; Raine, 1982).

This self-inflicted punishment is

thought to be a "safer” alternative to outwardly expressed
hostility.

Bennun (1984) further suggests that when these

aggressive impulses become very strong and uncontrolled, a
state of depersonalization ensues and mutilation occurs,
allowing the individual to "feel themselves again" and
thereby regain control over the situation.
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A majority of self-mutilative acts are reported to
follow an emotionally distressing situation, with many
subjects describing a feeling of "numbness" just prior to
the gesture (Raine, 1982; Rosenthal et al., 1972).

Feelings

of "emptiness" and depersonalization, along with a high
proportion of subjects' denial of feelings of pain during
the mutilation are consistent with the above psychodynamic
model (Gardner & Gardner, 1975; Morgan, 1979; Rosenthal et
al., 1972).

However, the proposed model of self-mutilation

as aggression turned inward is quite speculative in nature
and remains difficult to empirically validate, given the
elusive nature of many of the constructs.
As an alternative to psychodynamic theories, the
behavioral-analytic model of self-mutilation is derived from
hypotheses generated from investigations of self-injurious
behavior in mentally retarded individuals.

It suggests that

self-injury may be a learned behavior, conditioned through
either negative (e.g., avoidance or escape from aversive
stimuli) or positive reinforcement (e.g., social
reinforcement)

(Bennun, 1984; Carr, 1977; Fisher et al.,

1994; Iwata et al., 1982).

Although this raises interesting

questions, little research has investigated the role of
negative and positive reinforcers in maintaining selfmutilation in non-delayed, non-autistic populations.
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This behavioral-analytic model also explains assertions
of self-mutilation as a method of manipulation or as a form
of tension reduction.

Given the problematic interpersonal

relationships and communication patterns thought to commonly
occur among self-mutilators, mutilators are proposed to
learn that self-injury can be a "powerful motivator" of
others, thereby providing desired consequences for the selfmutilator and further strengthening the self-mutilative
response (Bennun, 1984).
Research suggests that typical feelings reported prior
to the mutilative act include both anger, self-hatred,
depression, and increased tension, with a sense of relief
often reported following the act (Bach-Y-Rita, 1974; Bennun,
1984; Rosenthal et al., 1972).

This sense of relief serves

to further reinforce the act of self-mutilation, thereby
strengthening and increasing the likelihood of future selfmutilation.

This behavioral configuration of the

motivational factors behind self-mutilation serves as an
appropriate alternative to the psychodynamic model
previously discussed and goes a long way in furthering our
knowledge of the antecedent conditions and reinforcing
consequences which serve to maintain self-mutilatory
behaviors in normal intelligence individuals.

However,

research to date consists primarily of descriptive accounts
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of the above mentioned hypotheses, with little empirical
data to support their assertions.
The motivational models of self-mutilation presented
above provide valuable insight into the psychological
variables which may be maintaining and strengthening the
behavioral response of self-mutilation.

While there is no

single motivation for self-mutilation, behavioral-analytic
models propose various antecedent thoughts, behaviors, or
events which lead to emotions that are upsetting and
disturbing for the individual.

Self-mutilation is used as a

method of curtailing these upsetting emotions or as a way of
obtaining reinforcement and desired consequences from the
environment.

Consequently, reinforcement is achieved and

the response is further strengthened.

Empirical testing of

the above models is needed in order to clarify the
maintaining variables of self-mutilation, thereby leading to
effective treatment strategies that alter the consequences
of self-mutilative behaviors.
Contemporary Teenage Culture
In order to further identify and understand what
meaning self-mutilation and other destructive behaviors may
have for adolescents, it is worthwhile to have an
understanding of contemporary teen culture.

Interestingly,

in order to do this, we draw initially from James Coleman's

I
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(1961) seminal work on adolescent culture in an
industrialized society.

Whether 30 years ago or present

day, adolescence is often considered a period of growth and
change involving increased approval-seeking and social
rewards from peers, rather than parents.

While Coleman's

research was conducted in the early 1960's, many of the
general findings, as well as framework, may be applied to
today's teen culture.
Coleman's compelling description of small town, large
city, and suburban schools, and the process by which
adolescents internalize values of attractiveness, positive
self-evaluation, and intelligence provides a structure for
understanding today's youth.

Coleman argues that, due to

the nature of an ever-changing and growing industrial
society, parents are less able to provide their children
with the needed knowledge and skills, both occupational and
social, for them to be productive adults.

Therefore,

schools are forced to take on a larger role in the
socialization process of today's youth, for a more extended
period of time.

Hence, adolescents become removed from the

larger society and are "forced inward in their own age
group, made to carry out their whole social life with others
their age" (Coleman, 1961).
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As a consequence, an adolescent society develops that
encompasses its own language, entertainment, and, most
importantly, value system that may have few ties to society
as a whole.

As Coleman asserts, values of attractiveness,

popularity in sports or with the opposite sex, leadership in
activities, and possession of material goods, become more
highly desired than values of intelligence or other
"internal" traits.
While Coleman suggests one uniform adolescent
subculture, multiple teenage subcultures have been proposed,
based on the belief that adolescents encounter different
obstacles and incorporate varying approaches to coping with
difficulties.

Analyzing Coleman's (1961) original data,

Cohen (1979) investigated specific adolescent subcultures,
identifying academic, fun, and delinquent sub-populations.
He describes the "academic" subculture as those students
with high achievement and success, college-bound, with
values and expectations similar to that of the adult world.
The "fun" subculture may also be college-bound, with great
emphasis placed on athletics, material goods,
extracurricular activities, and popularity.

The

"delinquent" subculture is described as one which is most
likely to reject the dominant culture, as well as the high
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school value system, preferring instead "rebelliousness,
hedonism, and toughness" (Cohen, 1979).
While conducted almost twenty years ago, this research
remains true to a certain extent.

Specific adolescent

subcultures, such as those described above, are often
referred to in the literature.

However, in today's society,

the lines of academic, fun, and delinquent subcultures have
become increasingly blurred.

Today's teen culture shows

increased rates of alcohol, cigarette, and illegal substance
abuse (Breslau & Peterson, 1996; CDC, 1995; Kandel,
Yamaguchi & Chien, 1992; Kessler et al., 1994).

Rates of

adolescent sexual behavior continue to rise (Gardner &
Wilcox, 1993) .

As rates of violence in the dominant society

have increased, so, too, have violence statistics in the
adolescent society (Grosz et al., 1994; Valois, McKeown,
Garrison & Vincent, 1995).
Finally, rates of completed suicide, suicide attempts,
and suicide ideation have steadily increased over the past
four decades (Group for the Advancement of Psychiatry (GAP),
1996; National Center for Health Statistics, 1994).

While a

majority of studies cite approximately nine percent of high
school students as having attempted suicide (GAP, 1996),
this ranges dramatically, given the population sampled
(Howard-Pitney et al., 1992).

Rates of suicide ideation
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continue to grow, with some authors considering suicide
ideation to be a somewhat normative phenomenon among
adolescents (Pfeffer et al., 1984), ranging from 21% to 40%
of community adolescents sampled (Andrews & Lewinsohn, 1992;
GAP, 1996).
While many of these increases mirror that seen in the
dominant society, they are particularly disconcerting to see
in today's youth.

Some attribute these increases in

destructive behaviors, in particular suicide, to the
"increasing social disintegration" of today's society
(Sudak, Ford & Rushforth, 1984), with frequently cited
precipitants including family, school, and social problems
(Spirito, Overholser & Stark, 1989).

Taken together, these

growing rates of "self-destructive" behaviors in today's
teenagers may provide us valuable insight into the specific
phenomena of self-mutilation.

While no studies to date have

investigated the rates and topography of self-mutilation in
a community sample of adolescents, it might be expected that
self-mutilation would co-occur in a similar manner as these
other "self-destructive" behaviors seen on the increase in
today's teen culture.
Purpose
Given the paucity of empirical research existent on the
phenomenon of self-mutilation, investigation of the
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psychosocial and cognitive variables concomitant with selfmutilation will provide further insight into the pattern of
self-mutilative behaviors in non-retarded individuals.

As

self-mutilation is thought to begin during adolescence
(Pattison & Kahan, 1983), this appears to be an appropriate
age in which to investigate this phenomenon.
While research abounds on self-mutilation in specific
populations, including incarcerated and psychiatrically
hospitalized adults, no empirical studies document selfmutilative behaviors in a non-incarcerated, community sample
of adolescents.

While little is known about the

motivational aspects of self-mutilation, this appears to be
an area of investigation which would serve to foster
clinical insight and provide further knowledge into the
phenomena of self-mutilation.
This study was undertaken in order to:

First, provide

descriptive information on the characteristics of selfmutilation in a community sample of high school students,
including provisional prevalence rates, frequency, and
severity of self-mutilative behaviors; second, to
investigate the relationship between self-mutilation and
measures of cognitive distortions, self-evaluation, and
social problem-solving.

It was hypothesized that self-

mutilators would differ significantly from non-mutilators on
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these measures, suggesting that cognitive variables may play
an important role in the pattern of self-mutilation.

Third,

this study investigated the relationship between selfmutilation and suicide ideation.

It was hypothesized that

self-mutilators would show greater levels of suicide
ideation, thereby suggesting a theoretical relationship
between suicide and self-mutilation.

Finally, this study

attempted to identify motivations and rationales which serve
to foster a pattern of self-mutilation.
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METHOD
Procedure
Adolescents from local high schools (grades 9-12) in
the Baton Rouge area were recruited through classroom
announcements.

Informed consent was obtained from

adolescents and implied consent obtained from parents.
Participants completed questionnaires in a group setting
during regularly scheduled class times.

Questionnaires were

either completed independently or with the assistance of the
examiners.

All questionnaire responses were anonymous.

Study participants at each school were eligible for a cash
drawing.

Following administration of assessment measures,

subjects were debriefed regarding the purposes of the study
and any questions were addressed.

If participants wished to

further discuss issues related to the questionnaires,
referral to the local mental health hotline was provided.
Subjects
A total of 368 adolescents between the ages of 12 and
19 participated in this study.

Adolescents excluded from

the study included 16 (4%) who refused to participate and 21
(5%) who provided incomplete, unusable questionnaires.

The

sample was composed of 163 (44%) male and 205 (56%) female
adolescents.

Ages ranged from 12 to 19 years, with a mean

age of 15.37 (SD = 1.10).
35
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Based upon demographics obtained from the 1990 Census
(U.S. Census Bureau, 1990),

racial characteristics of the

sample were consistent with that of the East Baton Rouge
Parish population as a whole.

The sample was primarily

Caucasian (63% Caucasian, 29% African American, 4% Asian
American, 1% Latin American).

Census statistics specific to

the population in question, the East Baton Rouge Parish
School District, reported similar rates: 62% Caucasian, 34%
African American, 1% Asian American, 1% Latin American.
According to census

data on socioeconomic status, the

sample was composed of a

higher SES level than that of the

parish in general.

Participants were from upper (21%),

upper-middle (44%), middle (23%), lower-middle (10%), and
poverty level (1%) socioeconomic classes (Hollingshead,
1975).

Census statistics (U.S. Census Bureau, 1990) report

a high degree of poverty (19%) in the East Baton Rouge
Parish School District population.
in socioeconomic status,

Given this discrepancy

results of this study must be

interpreted with caution, as theobtained study sample
generally consists of higher SES participants than is
consistent with actual census statistics of the population
in question.
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Measures
Functional Assessment of Self-Mutilative Behaviors
(FASM).

The FASM was designed for use in this study in

order to assess several aspects of self-mutilative behaviors
through self-report.

A list of self-mutilative behaviors

was established based upon review of previous research (Ross
& McKay, 1979; Walsh & Rosen, 1988), as well as the authors'
clinical experience.

Behaviors included were: cut or carved

on skin, hit self on purpose, pulled hair out, gave self a
tattoo, picked at a wound, burned skin, inserted objects
under nails or skin, bit self, picked areas of body to the
point of drawing blood, scraped skin, and "erased" skin.
Based upon Walsh and Rosen's (1988) proposed criteria for
self-mutilation, these behaviors are thought to be
distinguished from other non-mutilative behaviors on the
dimensions of severity of physical damage, psychological
disposition prior to and during the act, and degree of
social acceptability.

Participants were asked to respond

whether they had purposefully engaged in each of the
behaviors within the past year.

Ratings of frequency and

whether medical treatment was obtained were gathered for
each behavior endorsed.
Following this, participants were asked to respond to
questions pertaining to the suicidal nature of their self
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mutilations, how long they had contemplated the behavior(s),
and how old they were when they began to self-injure.
Additionally, participants were asked whether they had self
mutilated while under the influence of drugs or alcohol.
Finally, experience of pain was rated on a four point scale,
ranging from no pain to severe pain.

Those participants

denying self-mutilation within the past year were able to
skip this section and progress to the following section.
Based upon previous functional assessments of
motivational variables in various child populations (Kearney
& Silverman, 1990; Vollmer & Matson, 1995), self-reported
motivations for self-mutilative behaviors were assessed.
Four primary motivational groupings were identified based
upon review of the literature and a behavioral formulation
of self-mutilation:

escape, tension reduction (internal

reinforcement), external reinforcement, and self
stimulation.

It is realized that these are rationally

defined groupings.

Factor analysis of items with a group of

self-mutilators may yield alternative groupings.

Questions

assessing motivations and reasons for self-mutilation were
presented in a checklist format, with subjects requested to
respond "never", "rarely", "some", or "often" to each of the
motivations.

See Appendix B for review of individual items

contained in each motivational grouping.
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Finally, participants were asked to complete questions
regarding self-mutilation among their friends.

Similar to

the above description, ratings of eleven self-mutilative
behaviors were obtained, including frequency and receipt of
medical treatment.
Self-Perception Profile for Adolescents (SPPA; Harter,
1988).

Based upon an upward extension of the Self-

Perception Profile for Children (Harter, 1985), this measure
is designed to assess adolescents1 perceptions of nine
domains of competence.

The subscales include:

scholastic

competence, athletic competence, physical appearance, social
acceptance, behavioral conduct, job competence, close
friendships, romantic appeal, and global self-worth.

Each

of the nine subscales contains five items, for a total of 45
items.

Items are scored on a 4-point scale, with 1

suggesting low perceived competence and 4 suggesting high
perceived competence.

Psychometric properties are reported

to be good, with each of the specific subscales defining its
own factor (Harter, 1988).

For purposes of this study, the

global self-worth scale was used in all primary hypotheses.
Automatic Thoughts Questionnaire-Revised (ATQ-R;
Kendall, Howard & Hays, 1989).

The ATQ-R is a revised

version of the ATQ-Negative (ATQ-N; Hollon & Kendall, 1980),
originally designed to measure spontaneous self-statements

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

40

and negative cognitions experienced by depressed
individuals.

The ATQ-R includes ten positive self

statements, in addition to the thirty negative self
statements of the ATQ-N, for a total of 40 items.

Items are

scored on a 4-point scale, with higher total scores
indicating higher levels of negative thoughts.

Studies of

the ATQ-R generally find strong positive correlations
between the ATQ and measures of depression and anxiety, as
well as more general cognitions related to negative mood
(Hollon & Kendall, 1980).

It has been shown to have high

reliability and validity in studies of depressed and
nonclinical adult samples (Hill, Oei & Hill, 1989; Hollon,
Kendall & Lumry, 1986), as well as depressed psychiatric and
nonclinical samples of children and adolescents (Garber,
Weiss & Shanley, 1993; Kauth & Zettle, 1990; Kazdin, 1990;
Kutlesic & Kelley, unpublished manuscript).

For purposes of

this study, the ATQ-R Negative (ATQ-RN) subscale was used in
primary analyses, as it most clearly distinguished the two
groups.
Social Pyofrl«jBa-Solving Inventory-Revised (SPSI-R;
D'Zurilla, Nezu & Maydeu-Olivares, 1996).

The SPSI-R is a

52-item measure of social problem-solving that assesses
problem orientation and problem-solving skills through
presentation of positive or negative self-statements of
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cognitive, affective, or behavioral responses to real-life
problem-solving situations.
scales.

The SPSI-R consists of five

Two of these scales measure problem orientation,

both positive and negative, and three scales measure
different problem-solving dimensions, including: rational
problem-solving, impulsivity/carelessness style, and
avoidance style.

Additionally, the Rational Problem-Solving

scale contains four subscales:

Problem Definition and

Formulation, Generation of Alternative Solutions, Decision
Making, and Solution Implementation and Verification.
Summation of these scales generates a global social problem
solving score, with higher scores indicating better problem
solving skills.

The measure has been shown to have a 6ch

grade reading level and has adequate reliability and
validity with both adult (D'Zurilla & Nezu, 1990; MaydeuOlivares & D'Zurilla, 1996) and adolescent populations
(Sadowski, Moore & Kelley, 1994).

For purposes of this

study, the global social problem-solving score was used in
all primary analyses.
Suicide Ideation Questionnaire (SIQ; Reynolds, 1987) .
The SIQ is a 30-item self-report measure of suicidal
ideation in adolescents and young adults.

Cut-off scores

are provided to demarcate at-risk levels of suicidal
ideation, with higher scores indicating greater levels of
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suicide ideation.

High validity and a reliability of .97

have been documented (Reynolds, 1988).

The total score of

the SIQ was used in all primary analyses.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

RESULTS
Data Preparation and Management
Assumptions of normality, linearity, and
homoscedasticity were evaluated prior to the principle
statistical analyses.

Initially, outliers on the predictors

and criterion were evaluated using standardized residual
statistics and leverage (Stevens, 1996).

Influential data

points were identified using Cook's distance, which
indicates which cases have the greatest effect on the
regression equation (Stevens, 1986).

Based on Cook and

Weisberg's (1982) guidelines, two cases were identified as
outliers and removed from analyses.
In general, there is adequate statistical power
associated with the analyses described below.

With an N of

368 and alpha level of .05, power to detect a significant
correlation of medium effect is acceptable.
Description of Self-Mutilative Behavior
Definition of Self-Mutilation.

Self-mutilation was

defined as "a deliberate act inflicting damage to the body
of the perpetrator or threatening the body's integrity"
(Chowanec et al., 1991).

Furthermore, Walsh and Rosen

(1988) recommend that dimensions of severity of physical
damage, psychological disposition prior and during the act,
and degree of social acceptability be considered.
43
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In order

to address the dimension of severity of physical damage,
each form of self-mutilative behavior was plotted, with only
participants falling within the top quartile considered to
be self-mutilators (Maxfield, Schweitzer & Gouvier, 1988) .
Furthermore, given that 45% of the sample reported the
behavior "picked at a wound," this suggests this behavior
may be considered somewhat socially acceptable and normative
among participants.

For this reason, "picked at a wound"

was eliminated from the categorization of self-mutilation
and all further analyses.
Based upon the above criteria, as applied to responses
obtained on the FASM regarding performance of selfmutilative behaviors within the past year, 39% (n = 143) of
the total sample were identified as self-mutilators and 61%
(n = 225) as non-mutilators.

The demographic

characteristics of these two groups are summarized in Table
1.
Character-isti.es of Self-Mutilation.

Frequencies of the

various self-mutilative behaviors are presented in Table 2.
The most frequently experienced forms of self-mutilation
included:

biting self (44%), hitting self on purpose (40%),

and cut/carved skin (42%).

A large majority (65%) of self-

mutilators engaged in more than one type of self-mutilation
(M = 4.81, SD = 2.14).

Of those engaging in self-injury,
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Table 1
P e a w g ra p h is C h a s a g ta r ig t i C S g f Self-Mutilators and Non-Mutilators

Variable

n

%

Age

M

(SD)

15.39

(1.10)

n

%

Sex
Male

103

45.8

60

42.0

Female

122

54.2

83

58.0

Race
Caucasian

133

59.1

99

69.2

African-American

75

33.3

30

20.9

Asian-American

10

4.4

5

3.5

Latin-American

2

0.8

3

2.1

Other

5

2.2

3

2.1

SES
I

4

1.8

1

0.7

II

24

10.7

13

9.1

M

(SD)

X1 or F

df

p

15.32

( I .10)

.030

1,368

.86

.517

I

.47

5.80

1

.01*

1.39

4

.84

/n

(table con'd)
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Variable

n

%

III

51

IV
V

M

(SD)

n

%

22.7

35

24.4

102

45.3

62

43.4

45

20.0

32

22.4

Living Situation
Biological Parents

141

62.6

80

55.9

Single Parent

50

22.2

30

20.9

Step-Family

27

12.0

25

17.5

Other

8

3.6

7

4.9

Past Outpt. Treatmt.
None

184

81.8

87

60.8

B rie f(d m o )

14

6.2

21

14.7

Intermed. (1-6 mo)

8

3.6

18

12.6

Extended (> 6 mo)

20

8.9

18

12.6

4

1.8

10

7.0

Past Inpatient
Treatmt.

M

(SD)

X1 or F

df

p

6.69

3

.24

30.13

3

.000

6.42

1

.011

Past Suicide Attempt
7
3.1
33
23.1
35.64
1
.000
* Note: Due to multiple small cell sizes, analyses are based on comparisons of Caucasian and African-American participants only.

<J\
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Table 2
Percent of Self-Mutilator Sample Endorsing Various Self-Mntilative Behaviors

Other Methods

(v?5

Erased Skin
Scraped Skin
Picked Areas of the Body

BS B M B E a B a a s

Bit Self
Inserted Objects
Burned Skin
G ave Self-Tattoo
Pulled Out Hair

M

i

Hit Self
Cut/Carved Skin

10

20

Top-Quartile of Self-Mutilators

30

40

50

the average frequency of self-mutilative behaviors engaged
in was 61.81 (SD = 137.50), although this ranged widely from
1 to 990 behaviors.

Additionally, nine participants

indicated frequency responses of "all the time" or "too many
to count".

Given the difficulty in quantifying these

responses, they were excluded from analyses, suggesting that
reported mean scores may be lower than the complete data
might suggest.

Because several self-mutilators reported an

excessively high number of self-injurious episodes, the
median score may be a more accurate measure of central
tendency.
8.

The median number of self-mutilative episodes was

Few self-mutilators reported receiving medical treatment

for any of their injuries (4.86%).

A large majority of

these self-mutilations were denied to be suicide attempts
(95.38%).
In general, self-mutilators reported little forethought
about these acts.

The majority of self-mutilators reported

thinking about self-mutilation "not at all" (69%) or for
minutes (15%).

The remainder of self-mutilators reported

thinking about these acts for less than one hour (2%) or one
to several days (4%).

Some (10%) reported not knowing how

long they had contemplated the act prior to self-mutilation.
A large number of self-mutilators reported experiencing
little (55%) or no pain (28%) during self-harm.
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The

remainder reported experiencing moderate (13%) or severe
pain (4%) .

The majority denied use of alcohol or drugs

during self-mutilation (78%) .

Self-mutilators typically

reported a lengthy history of self-mutilation, with mean age
of onset at 11.25 years (SD =3.17).

Of those denying self-

mutilation within the past year, 18% reported at least one
episode of self-mutilation beyond the past year.
Motivations for Self-Mutilation.

Based upon responses

obtained on the FASM, self-mutilators reported multiple
motives for self-injury, encompassing all proposed
dimensions of motivation, including: escape, tension
reduction, external reinforcement, and self-stimulation.
Table 3 provides a description of the frequency at which
each motivation for self-mutilation was endorsed.
In particular, the motive of tension reduction appears
to play a critical role in self-mutilative behaviors.
Specific tension reduction items commonly endorsed were: "to
get control of a situation" (37%); "to feel something, even
if it was pain" (38%); "to stop bad feelings" (35%); and "to
punish yourself" (37%).

This suggests a common desire to

release unacceptable levels of tension, possibly coinciding
with overwhelming affect.

Aside from tension release, other

dimensions of motivation for self-mutilation were commonly
endorsed, including "to give yourself something to do when
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Reason

Never

Rarely

Some

Often Total %

Never

Rarely

Some

Often Total %

External Reinforcement:
To get attention

66

15

11

7

33

60

13

18

10

41

To try to get a reaction from
someone

62

15

15

8

38

50

18

20

13

51

To get other people to act
differently or change

83

11

4

2

17

85

3

3

16

To let others know how
desperate you are

80

8

6

6

22

83

5

5

18

To get your parents to
understand or notice you

79

8

6

6

22

78

5

13

23

To receive more attention
from your parents or friends

71

11

8

9

28

65

8

5

23

36

To get help

90

4

3

4

11

95

0

0

5

5

To make others angry

79

8

5

8

21

73

8

5

15

28

To be like someone you
respect

83

8

9

4

17

88

0

8

5

13

To feel more a part of a group

76

13

8

4

25

78

10

8

5

23

10

Self-Stimulatory:

(table con'd)
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Reason

Never Rarely

Some

Often Total %

Never

Rarely

Some

Often

Total %

18

61

To give yourself something to
do when alone

63

11

14

13

38

40

10

33

To give yourself something to
do when with others

79

12

6

3

21

70

15

10

5

4

8

17

75

8

Other
83
Note: All values shown are percentages.

30
15

26

cn

53

alone" (38%).

This suggests support for the hypothesis of

mutilation as an attempt at self-stimulation.

Also, "to try

to get a reaction from someone, even if negative" (38%) was
commonly reported, suggesting an additional method of
attempting to impact or change the environment.
Twenty-eight percent of self-mutilators reported having
a friend attempt suicide within the past year, as compared
with only 10.6% of non-mutilators (X2(3) 49.61, p < .0001).
Additionally, 51.9% of self-mutilators reported having at
least one friend who had self-injured within the past year,
as compared with 48.1% of non-mutilators (X2(10) 22.14, p <
.01).

While many responses indicated lack of knowledge

about rates of self-mutilation among friends, selfmutilators described their friends as engaging in an average
of 6.36 (SD = 3.06) different types of self-mutilation,
injuring themselves an average of 70.75 times

(SD = 179.12).

Given several extremely high responses, the median rate of
self-injury among friends was 16.
Preliminary Analyses
Group C o m p a r a b i l i t y .

Group differences on

sociodemographic characteristics were explored by means of
t-tests or chi-square analyses.

There were no significant

differences in age, sex, SES, or living situation (see Table
1).

With regards to race, given the small cell sizes noted
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in several of the categories, only comparisons of Caucasian
and African-American participants were made.

There were

significant differences noted in race (X2(l) 5.80, p <
.017), with Caucasian participants more likely to endorse
self-mutilation than African-American participants.
Additionally, significant differences were noted in history
of outpatient mental health treatment (X2(3) 30.14, p <
.001), inpatient psychiatric treatment (X2 (1) 6.42, p <
.012), and history of suicide attempt (X2(l) 35.63, p <
.0001).

Self-mutilators were more likely to have received

both inpatient and outpatient psychiatric services and to
have made a suicide attempt(s) in the past.
Correlational Analyses.

A correlation matrix of

sociodemographic, predictor, and criterion variables is
included in Table 4.

Of interest, suicide ideation, as

measured by the SIQ, was significantly correlated with both
frequency of self-mutilation and number of types of selfmutilation.

Also, history of suicide attempt(s) was

significantly correlated with many of the predictor
variables, including negative cognitions, global self-worth,
problem-solving, and suicide ideation.

A strong

relationship was noted between negative cognitions and
suicide ideation.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Table

4

Cesrelatign Matri* <?f SasiQdenQqrftpfri,<?. Predictor, and Criterion Variables

l.A ge

-.090

-.104

-.053

.007

.097

-.049

.003

-.045

.044

.031

-.061

.005

2. Sex

-

.039

.165*

-.082

.017

.008

.080

-.062

-.023

.003

.018

-.020

3. Race

-.002

.008

-.191**

.076

.054

-.089

-.062

.015

-.087

.133

4. SES

—

.016

.034

.087

-.026

.030

.090

-.053

-.055

.117

—

.367**

.296**

-.454**

.286**

.297**

-.537**

-.273*

.389**

—

-.346**

.310**

-.143*

-.154*

.358**

.332**

-.291**

—

-.232**

.075

.116

-.283**

-.396**

.258**

—

-.653**

-.565**

.724**

.341**

-.419* *

—

.548**

-.472**

-.129

.264**

—

-.418**

-.173

.233*

—

.443**

-.487**

—

-.697**

5. History of Suicide
Attempt (l=yes,2=no)
6. Outpt. Psych.
Trtmt.
7. Inpt. Psych. Trtmt.
8. Neg. Cognitions
9. Global Self-Worth
10. Problem-Solving
11 Suicide Ideation
12. Freq. of SelfMutilation
13. Types of SelfMutilation

—

* P<.01; ** p<.001 Note: #6.Negative Cognitions= ATQ-R, Negative Scale; #7:Global Se)f-Worth= SPP A, globalscale;#8: Problem-Solving= SPS1-R, totalscore;
i t 1) : Suicide Ideation:SIQ, t
otalscore;#10; FrequencyofSelf-Mutilation= frequency ofself-mutilativebehaviors; #11: Types ofSelf-Mutilation= number ofdifferenttypes
ofself-mutilationendorsed.

56

Main Analyses
Group Differences.

In order to test the hypotheses

regarding group differences on measures of cognitive
distortion (ATQ-R), self-evaluation (SPPA), social problem
solving (SPSI-R), and suicide ideation (SIQ), logistic
regression analyses were conducted.

The means and standard

deviations on the global measures, as well as specific
subscales, of cognitive distortion, self-evaluation, social
problem-solving, and suicide ideation are presented in Table
5.
Use of logistic regression for determining group
differences is recommended in situations involving a
dichotomous dependent variable, in which the relationship
between the predictor and the predicted values is thought to
be S-shaped, or non-linear (Ely, Dawson, Mehr & Burns, 1996;
Schlesselman, 1982).

This method is commonly used to

determine the strength of association between a possible
risk factor(s) and an outcome having two possibilities.

In

the analyses to follow, self-mutilation was considered the
dependent variable and the above variables were considered
risk factors, or independent variables.
Prior to regression analyses, intercorrelations between
sociodemographic, predictor, and criterion variables were
investigated.

Given that history of past suicide attempt
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Table 5
MQang_angi 5-tand»rsi Dgvigiti-ons on Measures by Grogg

Measure

M

(SD)

M

(SD)

P

Positive

25.55

9.27

29.85

9.43

.85

Negative

52.28

21.37

71.48

31.24

.000

Total ATQ-R Score

77.89

26.58

101.33

37.71

.000

Scholastic Competence

2.95

.67

2.77

.79

.02

Social Acceptance

3.08

.60

2.91

.73

.001

Athletic Competence

2.69

.78

2.58

.81

.31

Physical Appearance

2.63

.79

2.41

.80

.87

Job Competence

3.13

.64

2.97

.59

.34

Romantic Appeal

2.67

.68

2.59

.67

.91

Behavioral Conduct

2.94

.66

2.42

.67

.77

Close Friendship

3.18

.76

2.98

.80

.89

Global Self-Worth

3.06

.67

2.70

.80

.03

Positive Problem Orientation

10.83

4.42

10.21

4.35

.39

Negative Problem Orientation

13.69

8.78

19.23

9.69

.41

Rational Problem-Solving

42.38

16.79

46.15

15.34

.18

Impulsivity/Carelessness Style

14.08

7.31

17.25

8.10

.31

Avoidance Style

9.75

6.33

12.09

6.56

.81

Total SPSI-R Score

12.11

2.46

10.97

2.68

.92

14.44 21.91

48.67

50.75

.000

Automatic Thoughts QuestionnaireRevised

Self-Perception Profile for Adolescents

Social Problem-Solving InventoryRevised

Suicide Ideation Questionnaire
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was significantly correlated with several predictors as well
as the criterion, it was entered in all regression analyses
in order to account for the contribution of this variable to
any variance in criterion explained by the predictors (Ely
et al., 1996; Tabachnick & Fidell, 1989).

Additionally,

given that several of the predictors were intercorrelated,
multicollinearity was evaluated with variance inflation
factor (VIF) statistics (Stevens, 1996).

In the present

sample, VIF statistics for all variables in analyses were
within acceptable limits.
Forward stepwise logistic regression analyses were
utilized to determine group differences on the above
measures, with history of suicide attempt entered as a
covariate.
6.

Results of these analyses are presented in Table

Both individual regression coefficients of the predictor

variables, as well as calculated odds ratios and confidence
intervals are presented for review in Table 6.

Odds ratios

were used in logistic regression analyses to estimate the
change in the odds of membership in the self-mutilation
group for any one-unit increase in the predictor variable.
The ATQ-R Negative subscale (ATQ-RN) was utilized to
assess for group differences on cognitive distortions, with
the ATQ-RN significantly discriminating between selfmutilators and non-mutilators (e-022 = 1.022, p < .0001).
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Table 6
Ri-.gjc _F»ctPPg fpr__S.elf-Mutilation: Univariate Analysis_______

ATQ-RN
past attempt

.022
.796

.005
.231

1.02(.01-1.03)
2.22(1.76-2.67)

Global SelfWorth
past attempt

-.491

.167

0.61(0.28-0.94)

.0030

1.032

.237

2.81(2.34-3.27)

.0001

.886
.0000

Problem-Solving
past attempt

-.118
.989

.048
.221

0.89(0.79-0.98)
2.69(2.26-3.12)

Suicide Ideation
past attempt

.024
.522

.004
.246

1.02(1.02-1.03)
1.69(1.20-2.17)
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.0000
.001

.0000
.034

Therefore, the odds of being a self-mutilator are 1.022
times greater for an adolescent who, for example, has an
ATQ-RN score of 70 than a score of 69.

The Global Self-

Worth scale of the SPPA was used to assess differences in
self-perception, with significant differences between the
two groups (e--491 = .612, p = .003).

Therefore, the odds of

being a self-mutilator are .612 times less for an adolescent
with a one-unit increase on the SPPA.

The Global Social

Problem-Solving scale of the SPSI-R was utilized to assess
for group differences in problem-solving, with no
significant differences noted between self-mutilators and
non-mutilators (e'-U8 = .889, p = .886).

The SIQ total score

was utilized to assess for group differences in suicidal
ideation, with significant differences between groups (e-024
= 1.024, p < .0001).

The odds of being classified a self-

mutilator are 1.024 times greater for an adolescent with a
one-unit increase in SIQ score.

Thus, when analyzed

individually, univariate results suggest the predictor
variables of negative cognitions, global self-worth, and
suicide ideation are significant risk factors for selfmutilation, above and beyond the influence of past suicide
attempt.
Multivariate Prediction of Self-Mutilation.
to explore the relative contribution of cognitive
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distortions, self-evaluation, social problem-solving, and
suicidal ideation together in predicting self-mutilation, a
forward stepwise multivariate logistic regression was
conducted.

The dependent variable was the presence or

absence of self-mutilation, and the independent variables
were scores on the ATQ-RN, SPPA Global Self-Worth, Global
SPSI-R, SIQ, and past suicide attempt.

Entry of the

predictor variables was based upon strength of association,
as there is no theoretical basis for ordering the variables
in question.

The overall model was significant (X2(2) 67.45

p < .0001) and correctly classified 71.9% of the cases, as
compared to 52.5% that would be correctly classified by
chance alone (Tabachnick & Fidell, 1989).

Table 7 shows the

independent contributions of each variable retained in the
model.

Suicide ideation (e-022 = 1.022, p < .001) and past

suicide attempt (e-635 = 1. 887, p = .014) were found to
predict self-mutilation.

That is, the logistic model

includes SIQ scores and past suicide attempt, suggesting
these to be highly associated with self-mutilation.

The

model excluded ATQ-RN, SPPA Global Self-Worth and Global
SPSI-R scores.

Thus, had analyses of prediction of self-

mutilation stopped at the univariate level, incorrect
conclusions would have been made regarding the contributions

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Table 7
Potential Risk Factors for Self-Mutilation: Multivariate Analysis Using Logistic
Regression

Suicide Ideation

.022

.004

.223

1.02(1.01-1.03)

.000

Past Suicide Attempt

.635

.258

.014

1.89(1.38-2.39)

.014

Variables not in the
equation:
Negative Cognitions

.438

Global Self-Worth

.440

Social Problem-Solving

.555

cn
ro
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of ATQ-RN, SPPA and SPSI-R global scores as risk factors for
self-mutilation.
Distinctions of "Severe" Self-Mutilators
Due to the generally high rates of self-mutilation
reported by this sample of high school students, a subset of
self-mutilators identified as "severe" was investigated in
order to further clarify any clinical distinctions between
this group and non-mutilators.

From a clinical standpoint,

information regarding the characteristics of self-mutilation
and coinciding cognitive patterns of severe self-mutilators
could prove useful in identifying targets for intervention.
In order to investigate the above distinctions, a
subset of self-mutilators (n = 40) was identified as
"severe" if they reported engaging in at least three types
of self-mutilative behaviors, occurring at least 100 times
in the past year.

This sample of severe self-mutilators (n

= 40) was compared with a group of non-mutilators (n = 40),
matched on age, sex, race, and SES.
Characteristics of Severe Self-Mutilafciors.

The

identified severe mutilators sample was composed of 14 (36%)
male and 25 (64%) female adolescents, with a slightly
greater number of females in this group than the selfmutilating sample as a whole.

Mean age, race, and SES were

consistent with the self-mutilating sample as a whole.
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The severe sample of self-mutilators reported engaging
in an average of 6.43 (SD = 2.36) different types of selfinjurious behavior in the past year, with an average
frequency of 237.35 (SD = 207.22).

The median frequency of

self-mutilative behaviors was 200.

Similar to the general

sample of self-mutilators, severe mutilators commonly
reported: biting self (63%), hitting self on purpose (50%),
and cutting/carving skin (73%).

Additionally, severe

mutilators were also likely to report burning skin (60%) and
"picking areas of the body to the point of drawing blood"
(55%).

Twenty percent of adolescents reported at least one

of these behaviors to be a suicide attempt, with 38%
reporting a history of suicide attempt(s).
Consistent with the self-mutilating sample as a whole,
the majority of severe self-mutilators reported little
forethought, thinking "not at all" (67%) or less than one
hour (20%).

A large majority (83%) of the sample reported a

history of self-mutilation, with mean age of onset at 10.32
years (SD = 3.61).
Motivations for Self-Mutilation.

Overall, severe self-

mutilators were likely to give multiple reasons for selfmutilation and response rates were generally higher than the
self-mutilating sample as a whole.

Comparison of the severe

self-mutilating sample with the general self-mutilating

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

sample on reasons for self-mutilation is provided in Table
3.
Consistent with earlier results, the motive of tension
reduction appears to be particularly salient for many severe
mutilators.

All items of the "tension reduction" dimension

of the FASM were highly endorsed, including: to stop bad
feelings" (48%); "to feel something, even if it was pain"
(48%); "to get control of a situation" (46%); "to punish
yourself" (43%); "to feel relaxed" (38%); and "to relieve
feeling numb or empty" (33%).

Again, consistent the self-

mutilation sample as a whole, motives of escape, external
reinforcement, and self-stimulation were also commonly
reported, although at greater rates.

The motive of "to give

yourself something to do when alone" (61%) was frequently
endorsed.

Also, multiple motives of escape and external

reinforcement were commonly reported, including:

to avoid

school, work.." (43%); "to avoid having to do something
unpleasant" (36%); "to try to get a reaction from someone"
(51%); and "to receive more attention from your parents or
friends" (36%).
Thirty-six percent of the sample indicated having a
friend who had attempted suicide within the past year.

As

compared with 82% of the total self-mutilator sample, 95% of
severe mutilators reported having at least one friend who
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had self-injured within the past year.

Rates of self-injury

were also greater, with severe self-mutilators describing
their friends as self-injuring an average of 171.0 times (SD
= 312.91).

The median rate of self-injury among friends was

58 times within the past year.
Group Differences.

Further group differences on

sociodemographic characteristics were explored by means of
t-tests or chi-square analyses.

Similar to earlier results,

there were significant differences in history of outpatient
mental health treatment (X2(l) 6.54 p < .01), as well as
history of suicide attempt (X2(l) 15.31 p < .001).
Consistent with results previously described, severe selfmutilators were more likely to have a psychiatric history
and to have made a suicide attempt(s) in the past.
In order to evaluate group differences on primary
predictor variables, t-tests for independent samples were
utilized.

Results found significant differences between

groups on both negative cognitions (X2(77,55) 19.94, p <
.0001) and suicide ideation (X2(78, 46) 69.97, p < .0001).
No significant differences were noted between groups on
measures of global self-worth (X2(73, 61) 2.91, p < .09) or
problem-solving (X2(78, 77) .576, p < .45).

Thus, results

provide support for the significant role of negative
cognitions and suicidality in self-mutilation.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

DISCUSSION
Descriptive Characteristics of Self-Mutilation
This study serves to further our knowledge of the
phenomenon of self-mutilation in a community sample of
adolescents.

Provisional prevalence rates indicate that, in

a sample of 368 high school students, 39% were classified as
self-mutilators, based upon the top quartile of responses.
These students reported engaging in an average of 4 types of
self-mutilation, with a wide range of frequency (mean = 61;
median = 8 episodes).

The most common forms of self-

mutilation included biting, cutting, and hitting self on
purpose.

A lengthy history of self-mutilation was reported,

with mean age of onset at 11 years.

Self-mutilators

typically reported little or no forethought before these
actions and endorsed experiencing little or no pain
throughout the act.

The majority denied use of alcohol or

drugs during self-injury and denied their acts to be suicide
attempts.

Interestingly, however, self-mutilators were more

likely to have made a suicide attempt(s) in the past, to
have received inpatient or outpatient mental health
treatment, and to report higher levels of suicide ideation
than non-mutilators.
A subsample of "severe" self-mutilators reported
engaging in an average of six types of self-mutilation, with
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an average frequency of 237 (median = 200) .

Severe

mutilators commonly reported engaging in similar behaviors,
as described above, with the addition of burning skin and
picking areas of the body to draw blood.

Characteristics of

self-mutilation were generally consistent with the
mutilative sample as a whole, reporting similar age of
onset, lack of contemplation prior to injury, experience of
little pain, and little concurrent use of alcohol or drugs.
Motivations for Self-Mutilation
Common reasons for self-mutilation included: to give
yourself something to do when alone; to feel something, even
if it was pain; to punish yourself; and to get control of a
situation.

This suggests some support for the role of

tension-reduction, as well as self-stimulation, in selfmutilation.

Consistent with many explanations of self-

mutilation in the literature, there is some empirical
research supporting the notion of tension reduction as
motivation for self-mutilation (Herpertz, 1995).
Interestingly, severe self-mutilators reported a wide
variety of reasons for self-mutilation, and at higher rates
than the general sample of self-mutilators.

Severe

mutilators were likely to report self-mutilation as an
attempt to gain attention/external reinforcement, in
addition to tension-reduction and self-stimulation
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motivations.
to:

Half of the severe sample reported the need

try to get a reaction from someone, stop bad feelings,

get control of a situation, or give self something to do
when alone.

Therefore, while the majority of self-

mutilators identify tension reduction as a common reason for
self-injury, severe mutilators also identify performing
these behaviors for attention.

This suggests that, as self-

mutilation becomes a more common occurrence, the selfmutilator may contemplate and become more aware of his
motives for self-mutilation, hence allowing the severe
mutilator to identify more motives for his actions.
Similarly, by engaging in these acts on a more frequent
basis, it may become more apparent to the self-injurer the
extent of both internal and external rewards that may be
achieved by self-injuring.
Interestingly, although severe mutilators denied
alcohol or drug use during self-mutilation, they were more
likely to describe their social circles as involving alcohol
and drugs than non-mutilators.

The question arises of

whether there is something about the inclusion of substances
in the social culture that leads to self-mutilation, such as
increased disinhibition.

Or, on the other hand, severe

self-mutilators may be more likely than non-mutilators to
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report their alcohol and drug use, due to a decreased
adherence or acceptance of socially desirable responses.
Summary of Predictor Variables
Self-mutilator and non-mutilator groups were generally
noted to differ on measures of negative cognitions, global
self-worth, and suicide ideation.

While few specific

differences were noted on individual dimensions of the self
perception scale, there appear to be general cognitive
differences between self-mutilators and non-mutilators.
Self-mutilators were more likely to perceive themselves and
the world around them in a more negative manner.

No

significant differences were noted on a measure of social
problem-solving.

Interestingly, severe self-mutilators did

not significantly differ from non-mutilators on measures of
global self-worth or social problem-solving.
In predicting self-mutilation, suicide ideation scores,
as well as past suicide attempt, were retained in the
logistic regression model, correctly classifying 71% of the
total sample.

Taken together, these findings suggest that a

history of suicidality may be a critical component in the
development and maintenance of self-mutilation.
Clinical Implications
Results of the current study suggest that 39% of a
sample of high school students engage in a substantive level
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of self-mutilative behavior.

A'dearth of research on self-

mutilation in community settings leaves little to compare
the rates of self-mutilation obtained in this study.
If self-mutilation is viewed as another form of self
destructive behavior, similar to alcohol or substance abuse
or suicide, then this provides further understanding of the
high rates of self-mutilation identified in these
provisional prevalence rates.

While frightening to think

that self-injury may be such a prevalent phenomena in
today's teen culture, this remains theoretically consistent
with increasing rates of adolescent suicide ideation and
attempts.

If a relationship is thought to exist between the

suicidal spectrum of behaviors and the phenomena of selfmutilation, then increasing rates of suicide ideation, up to
40% in some normative samples (GAP, 1996), as well as
increasing rates of suicide attempts, would provide support
for the rates of self-mutilation identified in this study
(I. Orbach, personal communication, June 30, 1997).
Finally, these significant rates of self-mutilation in
high school adolescents leave some question as to whether
the specific schools sampled provided exceptionally high
rates of self-mutilation, or whether broadly defined
behaviors often considered self-mutilative should be re
evaluated.

While previous research suggests inclusion of
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behaviors such as picking at a wound, future research
warrants investigation of whether this high frequency
behavior is actually a more frequent expression in a wide
range of severity of self-mutilative behaviors, or simply a
normative expression not warranting inclusion in the
category of self-mutilation.
Varying rates of self-mutilative behaviors may be
related to the social desirability of the behavior.

For

example, it may be more desirable to acknowledge to peers an
episode of picking at a wound, while burning self or
inserting objects under skin may run counter to the social
norm and lead to isolation.

While self-mutilation consists

of a variety of behaviors on a continuum of severity,
further research may best consider less "severe" behaviors,
such as picking at a wound, on a case-by-case basis, in
order to determine severity and whether inclusion is truly
warranted with other self-mutilative behaviors.
Results suggest that common motivations for selfmutilation include tension reduction, as well as attentionseeking.

Taken together with the finding that self-

mutilators are likely to have poorer views of self and the
world around them, this suggests that self-mutilators may
have fewer resources to rely on when difficult situations
occur.

This could, in turn, lead to increased tension, with

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

fewer "socially acceptable" outlets for their tension and/or
negative affect, therefore turning to self-mutilation and
increased alcohol and substance use.

Further investigation

of the motivations and maintaining variables of selfmutilation may lead to effective treatment strategies that
serve to alter the consequences of self-mutilative
behaviors.
Findings of this research investigation suggest that
suicidality may be an important component of selfmutilation, leading to further questions of the relationship
between self-mutilation and suicide.

While the majority of

self-mutilators deny their self-injuries to be suicide
attempts, strong correlations were noted between suicide
ideation and frequency of self-mutilation.

Additionally,

results suggest a strong relationship between selfmutilation and history of suicide attempt(s), as well as
current suicidality, in predicting self-mutilation.
The above suggests support for the notion that, while
self-mutilators may deny suicidal intent in their actions,
the phenomena of self-mutilation appears to go hand-in-hand
with suicidality, as measured by the strong relationship
with both past suicide attempts and general suicide
ideation.

Maris (1992) suggests a continuum of suicide

which includes: completed suicides, nonfatal attempts,
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gestures, indirect suicide, and ideation.

While distinct

from suicide, self-mutilation may lie on the theoretical
plane of suicide, fitting somewhere along the broad suicidal
spectrum, and possibly being a "gateway" for further
suicidal behavior.
Given the high frequency of tension reduction endorsed
as a motive for self-mutilation, the question arises as to
whether many mutilators envision their self-injury as an
acceptable alternative to suicide for releasing their
overwhelming tension and affect.

While not directly asked

of self-mutilators, there is strong evidence to support this
link between self-mutilation and suicide.
Finally, whether negative cognitions are an antecedent
or a consequence of self-mutilation remains to be
determined.

Nevertheless, cognitive-behavioral

interventions to address negative cognitions and process
aspects of suicidal ideation would serve to improve general
coping strategies and challenge negative, irrational
beliefs, as well as build aspects of self-worth.
Limitations of the Current Study and Implications for Future
Research
The cross-sectional design of this study allowed for
sampling of a large number of adolescents, something greatly
needed in the investigation of self-mutilation in
adolescents.

However, several limitations regarding
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sampling procedures exist.

First, as discussed in the

Methodology section, the sample described in the current
study was of a higher socioeconomic standing than that
represented by census statistics.

Given the fact that

poverty-level adolescents were under-represented in the
sample, generalizability of these results should be
cautionary.
A second limitation of the current study is that the
cross-sectional design used does not allow for
interpretation of temporal relationships between selfmutilation and predictor variables, as well as motivations
for self-mutilation.

For example, suicidality may precede

self-mutilative acts, with the thought that self-mutilation
is a temporary and less life-threatening alternative to
suicide.

On the other hand, self-mutilation may be a

gateway for further suicidal thoughts and gestures, in that
acts of self-mutilation may lead the individual to
contemplate continued physical harm to the body as a viable
option for coping with increased tension and negative
affect.
Consistent with this inability to determine cause from
effect, longitudinal investigations of motivations for selfmutilation would provide valuable insight into the
initiating and maintaining variables that play a key role in
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self-mutilation.

While clinical hypotheses abound as to the

motivations for self-mutilation, this study has provided
empirical support for specific motivational areas, including
tension reduction and attention-seeking.

Longitudinal

research of these areas, through validation of measures such
as the Functional Assessment of Self-Mutilation (FASM), will
prove fruitful in identifying motivations for selfmutilation, thereby providing valuable insight into methods
for clinical intervention and prevention.
Finally, longitudinal research involving in-depth
structured interviews of self-mutilators would serve to not
only further our knowledge of the maintaining variables and
consequences of self-mutilation, but provide information on
the presence of psychiatric disorders in this population.
There is some evidence to suggest that self-mutilators may
be more likely to exhibit disorders of impulse control and
represent a "multi-impulsive personality disorder",
including eating disorders, substance abuse, and Borderline
Personality Disorder (Herpertz, 1995; Lacey & Evans, 1986).
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APPENDIX A
Consent: Form
Dear Parent or Guardian,
We would like to ask your permission for your son or
daughter to participate in a research study being conducted
by Mary Lou Kelley, Ph.D. and Elizabeth Lloyd, M.A. of the
Psychology Department at LSD. The purpose of this study is
to explore ways in which adolescents deal with the difficult
social and emotional problems they face.
What is involved? Teenagers who will be asked to
participate will be asked to spend about 30-45 minutes
completing several questionnaires. This survey does include
questions regarding some serious topics, such as selfdestructive behavior.
Potential benefits and concerns. We will attempt to
schedule completing the questionnaires so that your son or
daughter does not miss important lessons. One possible
benefit of being in the study may be that the questionnaires
encourage teenagers to think about how they feel about
certain things in their life.
Participation is voluntary. Your son's or daughter's
participation in this study is completely voluntary. There
will be no penalty if you do not wish your son or daughter
to be in this study, and he or she may withdraw at any time
during the study. This project has been approved by the
E.B.R. Parish School Board and your son's or daughter's
school.
Information is confidential. All responses to the
questionnaires will remain strictly confidential.
If the
adolescent is thought to be at risk for self-injury,
confidentiality will be waived and a referral to appropriate
professionals will be made. Only the researchers will have
access to the data and the questionnaires will be coded by
number, NOT by name.
Questions? We would appreciate it if you would sign
and return this form whether or not you would like your
teenager to participate. If you have any questions, please
call Ms. Elizabeth Lloyd or Ms. Tana Hope at 358-1321.
Thank you very much for your participation.

Parent Signature/Date

Adolescent Signature
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APPENDIX B
FASH Motivational Groupings

EsfiaES:
to avoid school, work or other activities
to avoid having to do something unpleasant you don't want
to do
to avoid being with people
to avoid punishment or paying the consequences
Tension Reduction (Internal Rain fru-riftmentil r
to
to
to
to
to
to

relieve feeling "numb" or empty
get control of your feelings
punish yourself
stop bad feelings
feel relaxed
feel something, even if it was pain

External Reipfnrgftmant-.to get attention
to try to get a reaction from someone, even if it's a
negative reaction
to get other people to act differently orchange
to let others know how desperate you were
to get your parents to understand or notice you
to get help
to make others angry
to receive more attention from your parents or friends
Self—stimulatory:
to
to
to
to

be like someone you respect
feel more a part of a group
give yourself something to do when alone
give yourself something to do when with others_________

87

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

APPENDIX C
Measures
DEMOGRAPHIC QUESTIONNAIRE
(please print)
Sex: Male
Female

Age:
Grade:

Race:

White
African-American
Other (please specify

Who are you living with?
Mother & Father
Mother only
Father only
Other (please specify

Mother & Stepfather
Father & Stepmother
)

What do the parents you're living with do for work?
Mother's job:_______________________________________
Father's job:
Other guardian's job:
Father's Education:
Elementary
Junior High (6-8th)
Some High School
High School grad.
Some College or
Trade School
_____ College Graduate
Graduate School
(i.e., Law, Masters)

Mother's Education:
_____ Elementary
Junior High (6-8th)
_____ Some High School
High School grad.
Some College or Trade
School
College Graduate
_____ Graduate School
(i.e., Law, Masters)

Have you ever had psychological problems that required you
to see a psychiatrist, psychologist, or counselor?
_____Yes
For how long? _____one visit only
_____No
_____less than 1 month
1-2 months
3-6 months
6 months to 1 year
more than 1 year
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Have you evec been hospitalized for emotional problems?
Yes
If yes, for how long?
_____ No
Have you ever tried to kill yourself?
_ _ _ _ Yes
If yes, how long ago?
No
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Functional Assessment of Self-Mutilative Behaviors
(FASM)
Have you ever engaged, in the following behaviors w i t h i n
past year (check all that apply) :_________________
No

Yes

Approx.
how many
times?

Have you
gotten
medical
treatment

1. cut or carved on your
skin
2. hit yourself on
purpose
3. pulled your hair out
4. gave yourself a tattoo
5. picked at a wound
6. burned your skin
(i.e., with a cigarette,
match or other hot
object)
7. inserted objects under
your nails or skin
8. bit yourself (e.g.,
your mouth or lip)
9. picked areas of your
body to the point of
drawing blood
10. scraped your skin
11. "erased" your skin
12. other:

While doing any of the above acts, were you trying to kill
_____ Yes
yourself?
_____ No
How long did you think about doing the above act(s) before
actually doing it? ^
__________
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Did you perform any of the above behaviors while you were
taking drugs or alcohol?
_____ Yes
_____ No
Did you experience pain during this self-harm?
_____ severe pain
moderate pain
little pain
_____ no pain
How old were you when you first harmed yourself in this
way?_____________
If not in the past year, have you EVER done any of the above
acts?
Yes
No
Did you harm yourself for any of the reasons listed below?
(check all reasons that apply) :____
0
Never

1
Rarely

2
Some

Reasons:
1. to avoid school, work, or other
activities
2. to relieve feeling "numb" or empty
3. to get attention
4. to feel something, even if it was pain
5. to avoid having to do something
unpleasant you don't want to do
6. to get control of a situation
7. to try to get a reaction from someone,
even if its a negative reaction
8. to receive more attention from your
parents or friends
9. to avoid being with people
10. to punish yourself
11. to get other people to act differently
or change

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

3
Often
Rating
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12. to be like someone you respect
13. to avoid punishment or paying the
consequences
14. to stop bad feelings
15. to let others know how desperate you
were
16. to feel more a part of a group
17. to get your parents to understand or
notice you
18. to give yourself something to do when
alone
19. to give yourself something to do when
with others
20. to get help
21. to make others angry
22. to feel relaxed
23. other:

Please place a check next to the names of the social groups
that kids see themselves as belonging to in your school
jocks
___ grunge s
___preps
slackers

dorks

punks/skaters

other groups:_____________________
Which group (s) do you identify with most closely?
Group 1:___________________________________________________
Group 2:___________________________________________________
What behaviors are these groups known for?
Group 1:___________________________________________________
Group 2:___________________________________________________
Of all the groups in your school, in which would you like to
fit?
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Xn which group would most of your friends say they best
fit?
Are there any extracurricular activities that are important
to you (for example, sports teams, religious groups, scouts,
performing arts, etc. . .) ? If so, please list the two that
are the most important to you:____________________________
Do you have any friends who have engaged in the following
behaviors within the past y e a r (check all that apply) :
No

Yes

Approx.
how many
times?

1. cut or carved on your
skin
2. hit yourself on
purpose
3. pulled your hair out
4. gave yourself a tattoo
5. picked at a wound
6. burned your skin
(i.e., with a cigarette,
match or other hot
object)
7. inserted objects under
your nails or skin
8. bit yourself (e.g.,
your mouth or lip)
9. picked areas of your
body to the point of
drawing blood
10. scraped your skin
11. "erased" your skin
12. other:
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Have they
gotten
medical
treatment

Self-Perception Profile for Adolescents
(SPPA)

sample sentence

Really
lhn
(or Me
a)

t.

2.

3.

a.

5.

6.

7.

&

9.

10.

11.

12.

□
□
□
□
□
□
□
□
□
□
□
□
□

Sort of
TYue
(or Me

□
□
□
□
□
□
□
□
□
□
□
□
□

Son of
Hue
for Me
Some teenagers like
logo lomovies m
(Heirsparetime

BUT

Otherteenagerswouldrather
go losportsevents.

Some teenagers feel
dialtfieyarejust
assmartasouters
theirage

BUT

Otherteenagersaren'tso
sureand wonderi
ftheyare
as smart.

Some teenagers find
ithardtomake
friends

BUT

forotherteenagersit’
s
prettyeasy.

Some teenagersdo
verywen atall
kindsofsports

BUT

Otherteenagersdon’
tfeel
thattheyareverygood when
i
tcomes tosports.

Some teenagersare
net happywithme

BUT

Otherteenagersarehappy with
me way theylook.

way theylook
Some teenagers feelthatthey
arereadytodo wen ata
part-timejob

BUT

Otherteenagers feelmat they
arenotquitereadytohandle
apan-timejob.

Some teenagers feelthati
fthey
areromanticallyinterestedm
someone, thatpersonwiltlike
them back

BUT

Otherteenagersworrythatwhen
theylikesomeone romantically,
thatperson won’
tlikemem
back.

Some teenagersusuallydo
therightthing

BUT

Otherteenagersoftendon'tdo
whattheyknow isright

Some teenagersare
abletomake really
dose friends

BUT

Otherteenagersfindithard
tomake reallydose friends.

Some teenagersareoften
disappointedwiththem
selves

BUT

Otherteenagersare
prettypleasedwith
themselves.

Some teenagersarepretty
slowinfimsningtheir
schoolwork

8UT

Otherteenagerscando
theirschoolworkmore
quickly.

Some teenagers havealot
oftnenos

BUT

Otherteenagersdon’
t
haveverymany friends.

Some teenagersminkthey
coulddo wellatjustabout any
new athleticactivity

BUT

Otherteenagersareafraidthey
might notdo wellata new
athleticactivity.
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□
□
□
□
□
□
□
□
□
□
□
□
□

Really
True
for Me

□
□
□
□
□
□
□
□
□
□
□
□
□
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Really
Hue
forMe
a

14.

IS

IS

17.

IS

19.

2a

21.

22.

23.

24.

2S

2S

27.

2&

□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□

Sortof
Hue
forMe

□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□

Sortof
Hue
forMe
Some teenagerswish
theirbodywasdifferent

BUT

Otherteenagerslike(heirbody
theway itis.

Some teenagers(eelthatthey
efarrthaveenough skidsto
do wellata job

BUT

Otherteenagersteetthatthey
do haveenough skillsto
do a jobwell.

Some teenagersarenof
datingthepeoplethey
arerealtyattractedlo

BUT

Otherteenagersare
datingthosepeople
theyareattractedm

Some teenagersoftengetin
troubleforthe things
theydo

BUT

Otherteenagers usuallydon't
do thingsthatgetthem in
trouble

Some teenagers do have a
closetriendtheycan share
secretswith

BUT

Otherteenagersdo not
havea reallydose friend
theycan share secretswith

Some teenagersdon'ttike
theway theyareleading
theirtile

BUT

Otherteenagersdo like
theway theyareleading
theirOle

Some teenagersdo verywell
attheirdasswork

BUT

Otherteenagersdon'tdo very
wellattheirdasswork.

Some teenagersarevery
hardtotike

BUT

Otnerteenagersare
reallyeasytotike.

Some teenagerstee!that
theyarebetterthanothers
theirage atsports

BUT

Otherteenagersdon't
feeltheycan playaswell.

Some teenagerswishtheir
physicalappearancewas
iiffercr:

BUT

Otherteenagerstike
theirphysicalappearance
■hewav i
tis.

Some teenagers feeltheyare
old enough togetand keep a
paying job

BUT

Otherteenagersdo notfeel
theyareoldenough, yet.to
reallyhandlea jobwell

Some teenagersleelthatpeople
theiragewiltberomantically
attractedtothem

BUT

Otherteenagersworryabout
whetherpeopletheiragewd
be attractedtothem.

Some teenagers feelreally
good about the way theyact

BUT

Some teenagers wish they had
a reallydose friendtoshare
thingswith

BUT

Some teenagersarehappywith
themselvesmostofthetime

BUT

Otherteenagersareoftennot
happywiththemselves.

Some teenagershave trouble
figuringouttheanswersinschool

BUT

Otherteenagersalmostalways
can figureout theanswers.

Otherteenagersdon'tfeelthat
good about theway theyoften
act
Otherteenagersdo nave
a dose friendtosnare
thingswith.
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□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□

Really
Hue
forMe

□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
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23

3a

31.

32.

33.

34.

35.

35

37.

3a

39.

4a

41.

42.

43

44.

43

rieatiy

a o a 01

Trtle
forMe

Hue
forMe

□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□

□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□

Some teenagersarepopular
withothersthetrage

BUT

Otherteenagersatenot
verypopular

Some teenagersdon'tdo well
atnewoutdoorgames

BUT

Otherteenagersaregood at
new games rightaway.

Some teenagersthinkthat
theyaregood looking

BUT

Otherteenagersthinkthatthey
arenotverygood looking.

Some teenagers(eellikethey
coulddo betteratworkthey
do torpay

BUT

Otherteenagersfeelthatthey
aredoingreallywef atwork
theydo torpay.

Some teenagersfeelthatthey
arefunand interestingon
adate

BUT

Otherteenagerswonderabout
how funand interestingthey
areon adate.

BUT

Otherteenagershardlyever
do thingstheyknow they
shouldn'tda

Some teenagersfindi
thard
tomake friendstheycan
reallytrust

BUT

Otherteenagersareable
tomake dose friendsthey
can reallytrust.

Some teenagers Dkethe
kindofpersontheyare

BUT

Otherteenagersoftenwish
theyweresomeone else.

Some teenagersfeelthat
theyareprettyintelligent

BUT

Otherteenagersquestion
whethertheyareintelligent.

Some teenagers feelthatthey
aresociallyaccepted

BUT

Otherteenagerswished
thatmore peopletheirage
acceptedthem.

Some teenagersoo notleer
thattheyareveryathletic

BUT

umer teenagers feettnattney
are veryathletic.

Some teenagersrealtylike
theirlooks

BUT

Otherteenagerswishthey
lookeddifferent.

Some teenagers feelthatthey
arereallyabletohandle
thework on apaying job

BUT

Otherteenagers wonder ifthey
are reallydoing as good a job
atwork as theyshould be doing

Some teenagersusuallydon'
t
go outwith the people they
would reallyliketodate

BUT

Other teenagersdo go out
with the people theyreally
want todate.

Some teenagersusuallyact
theway tneyknow theyare
supposedto

BUT

Otherteenagersoftendon't
acttheway theyare
supposed to

Some teenagersdon'thave
a friendthatisdose enough
toshare realtypersonal
thoughtswith

BUT

otherteenagersdo havea
dose fneno thattheycan share
personalthoughtsand
feelingswnh.

Some teenagersareverynaoov
beingtheway theyare

BUT

Otherteenagers wisn they
were different

Some teenagersdo things
theyknow theyshouldn'tdo
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Automatic Thoughts Questionnaire-Revised
(ATQ-R)
Instructions: Listed below are a variety of thoughts that
pop into people's heads. Please read each thought and
indicate how frequently, if at all, the thought occurred to
you over the last week. Please read each item carefully and
circle the appropriate answers on the answer sheet in the
following fashion:
1 = NOT AT ALL
2 = SOMETIMES
3 = MODERATELY OFTEN
4 = OFTEN
5 = ALL THE TIME
Response
Thoughts
12

3 4 5

1. I feel like I'm up against the world.

1 2 3 4 5

2 . I'm no good.

1 2 3 4 5

3 . I'm proud of myself.

12

3 4 5

4. Why can't I ever succeed.

12

3 4 5

5. No one understands me.

1 2 3 4 5

6 . I've let people down.

12

34 5

7.

I feel fine.

12

34 5

8.

I don't think I can go on.

12

34 5

9.

I wish I were a betterperson.

12

34 5

10. No matter what
make it.

happens, I know I'll

12

3

45

11. I'm so weak.

12

3

45

12. My life's not going

the way I want it to.

1 2 3 4 5

1 3 . I can accomplish anything.

12

3 4 5

14. I'm so disappointed in myself.

12

3

45

15. Nothing feels goodanymore.

12

3

45

16. I feel good.
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1 = NOT AT ALL
2 = SOMETIMES
3 = MODERATELY OFTEN
4 = OFTEN
5 = ALL THE TIME
12

3

45

17. I can't stand this anymore.

12

3

45

18. I can't get started.

12

3

45

19. What's wrong with me?

1 2 3 4 5

2 0 . I'm warm and comfortable.

12

3

45

21. I wishI were somewhere else.

12

3

45

22. I can't get things

12

3

45

23. I hate

12

3

45

24. I feel confident I can do anything I set
my mind to.

12

3

45

25. I'm worthless.

12

3

45

26. Wish I could just disappear.

12

3

45

27. What's the matter with me?

12

3

45

28. I feel very happy.

12

3

45

29. I'm a loser.

12

3

45

30. My life is a mess.

12

3

45

31. I'm a failure.

12

3

45

32. This is super.

12

3

45

33. I'll never make it.

12

3

45

34. I feel so helpless.

12

3

45

35. Something has to change.

12

3 4 5

1 2 3 4 5

36.

together.

myself.

There must be something wrong with me.

3 7 . I'm luckier than most people.
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1 = NOT AT ALL
2 = SOMETIMES
3 = MODERATELY OFTEN
4 = OFTEN
5 = ALL THE TIME
12

3

45

38. My future is bleak.

12

3

45

39. It's just not worth it.

12

3

45

40. I can't finish anything.
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Social Problem-Solving Inventory-Revised.
(SPSI-R)

Instructions
Below are & series of statements that describe the way some people might
think, feel, and behave when they are faced with problems in everyday
living. We are talking about important problems that could have a
significant effect on your well-being or the well-being of your loved ones,
such as a health-related problem, a dispute with a family member, or a
problem with your performance at work or in school. Please read each
statement and carefully select one of the numbers below which indicates the
extent to which the statement is true of you. Consider yourself as you
typically think, feel, and behave when you are faced withproblems inliving
these days andplace the appropriate number in theparentheses ( ) next to
the number of the statement.
0 = Not at all true of me
1 = Slightly true of me
2 = Moderately true of me
3 = Very true of me
4 = Extremely true of me

1.

(

)

I spend too much time worrying about my problems instead of
trying to solve them.

2.

(

)

I usually feel threatened and afraid when I have an important
problem to solve.

3.

(

)

When making decisions, I do not usually evaluate and compare
the different alternatives carefully enough.

4.

(

)

When I am attempting to decide what is the best solution to a
problem, I often fail to take into account the effect that
each alternative is likely to have on the well-being of other
people.

5.

(

)

When 1 am trying to find a solution to a problem, I often
think of a number of possible solutions and then try to
combine different solutions to make a better solution.

6.

(

)

I usually feel nervous and unsure of myself when I have an
important decision to make.

7.

(

)

When my first efforts to solve a problem fail, I usually
think that if I persist and do not give up too easily, I will
be able to fin'd a good solution eventually.
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0
1
2
3
4
8.

=
=
=
=
=

Not at all true of me
Slightly true of me
Moderately true of me
Very true of me
Extremely true of ae

When I aa attempting to solve a problen, I usually act on the
first idea that cones to aind.
When I have a problen, I usually believe that there is a
solution for it.

10 .

.

I usually wait to see if a problem will resolve itself first,
before trying to solve it ayself.

11

When I have a problen to solve, one of the things I do is
analyze the situation and try to identify what obstacles are
keeping me from getting what I want.

12 .

When my first efforts to solve a problem fail, I get very
angry and frustrated.

13.

When I an faced with a difficult problem, I often doubt that
I will be able to solve it on my own no matter how hard I
try.

14.

When a problen occurs in ay life, I usually put off trying to
solve it for as long as possible.

15.

After carrying out a solution to a problem, I do not usually
take the time to evaluate all of the results carefully.

16.

I usually go out of my way to avoid having to deal with
problems in ay life.

17.

Difficult problems make me very upset.

18.

When I am attempting to decide what is the best solution to a
problem, I try to predict the overall outcome of carrying out
each alternative course of action.

19.

I usually confront ay problems "head on," instead of trying
to avoid them.

20.

When I aa attempting to solve a problem, I often try to be
creative and think of original or unconventional solutions.

21.

When I am attempting to solve a problem, I usually go with
the first good idea that comes to mind.

22.

When I attempt to think of possible solutions to a problem, I
cannot usually come up with many alternatives.

I
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=
=
=
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Not at all true of me
Slightly true of ae
Moderately true of ae
Very true of ae
Extreaely true of ae

I usually prefer to avoid probleas instead of confronting
thea and being forced to deal with then.

24.

When aaking decisions, I usually consider not only the
inaediate consequences of each alternative course of action,
but also the long-tera consequences.

25.

After carrying out a solution to a problen, I usually try to
analyze what went right and what went wrong.

26.

After carrying out a solution to a problem, I usually examine
ay feelings and evaluate how much they have changed for the
better.

27.

Before carrying out a solution to a problem in the actual
problematic situation, I often practice or rehearse the
solution in order to increase my chances of success.

28.

When I aa faced with a difficult problem, I usually believe
that I will be able to solve the problem on my own if I try
hard enough.

29.

When I have a problem to solve, one of the first things I do
is get as many facts about the problem as possible.

30.

I often put off solvinv rrnhUvc «*»♦•*! ;t ir tcc late to do
anything about them.

31.

I think that I spend more time avoiding my problems than
solving them.

32.

When I aa attempting to solve a problem, I often get so upset
that I cannot think clearly.

33.

Before I try to think of a solution to a problem, I usually
set a specific goal that makes clear exactly what I want to
accoaplish.

34.

When I aa attempting to decide what is the best solution to a
problem, I do not usually take the time to consider the pros
and cons of each solution alternative.

35.

When the outcome of my solution to a problem is not
satisfactory, I usually try to find out what went wrong and
then I try again.

36.

I hate having to solve the problems that occur in ay life.

Reproduced with permission o f the copyright owner. Further reproduction prohibited without permission

0
1
2
3
4

=
=
=
=
=

Not at all true of ae
Slightly true of ae
Moderately true of ae
Very true of ae
Extreaely true of ae

37.

(

38.

(

When I have a problem, I usually try to see it as a
challenge, or opportunity to benefit in some positive way
froa having the problea.

39.

(

When I aa attempting to solve a problea, I usually think of
as many alternative solutions as possible until I cannot coae
up with any nore ideas.

40.

(

When I am attempting to decide what is the best solution to a
problem, I usually try to weigh the consequences of each
solution alternative and compare them against each other.

41.

(

I often become depressed and immobilized when I have an
important problem to solve.

42.

(

When I am faced with a difficult problem, I usually try to
avoid the problem or I go to someone else for help in solving
it.

43.

(

When I am attempting to decide what is the best solution to a
problem, I usually consider the effect that each alternative
course of action is likely to have on my personal feelings.

44.

(

When I have a problem to solve, one of the things I do is
examine what sort of external circumstances in my environment
might be contributing to the problem.

45.

(

When making decisions, I usually go with my "gut feeling"
without thinking too much about the consequences of each
alternative.

46.

(

When making decisions, I generally use a systematic method
for judging and comparing alternatives.

47.

(

When I am attempting to find a solution to a problem,
to keep in mind what my goalis at all times.

48.

(

When I am attempting to finda solution to a problem, I try
to approach the problem from as many different angles as
possible.

49.

(

When I am having trouble understanding a problem, I usually
try to get more specific and concrete information about the
problem to help clarify it.

)

After carrying out a solution to a problem, I usually try to
evaluate as carefully as possible how nuch the situation has
changed for the better.

I try
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Not at all true of ae
Slightly true of ae
Moderately true of ae
Very true of ae
Extreaely true of ae

50.

(

)

When ay first efforts to solve a problea fail, I tend to get
discouraged and depressed.

51.

{

)

When a solution that I have carried out does not solve ay
problea satisfactorily, I do not usually take the tiae to
exaaine carefully why it did not work.

52.

(

)

I think that I aa too iapulsive when it cones to making
decisions.
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